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ABSTRACT
This study was designed to develop and investigate the validity of a coping scale
(Coping, Alcohol/Drugs, and Trauma Scale; CATS), which could be used to predict
problematic alcohol and drug (AOD) use patterns among college women, based upon
historical stressors. It was predicted that the CATS would have strong convergent validity
with the Michigan Alcohol Screening Test-Revised (MAST-R), moderately strong
convergent validity with the Coping Response Inventory - Avoidant Scale (CRIAvoidant), and moderate convergent validity with the Traumatic Events Questionnaire
(TEQ). Additionally, the CATS was expected to have strong correlations to binge
drinking as measured by the Khavari Alcohol Index (KAI). Confirmatory factor analysis
(CFA) was completed to verify two separate, but related scales within the CATS (use of
AOD to cope with daily stressors and use of AOD to cope with historical stressors).
Exploratory Factor Analysis (EFA) was completed during Phase 1 of this study.
Results of EFA determined two conceptually meaningful constructs underlying the
CATS. Factor 1 was named CATS Trauma Thoughts and AOD Behaviors (CATS-T)
while Factor 2 was named CATS Social Anxiety and AOD (CATS-A: Social Facilitation
and AOD Beliefs). Internal consistency of the two-factor CATS was determined to be
high (.90).
During Phase 2, a CFA analysis using maximum likelihood, oblique rotation
confirmed the existence of a two-factor scale. Pearson r correlations were calculated to
determine convergent and divergent validity. Results of Pearson r correlations indicated
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good convergent validity among the CATS, CATS Factor 1, CATS Factor 2, MAST-R,
KAI, and the CRI-Avoidant Coping scale. Non-significant correlations between the
CATS and the CRI-Active Coping scale and CATS Factors 1 and 2 and the CRI-Active
Coping scale provided some support of divergent validity.
A series of Analyses of Variance (ANOVA) were used to detect group differences
for construct validity. Significant group differences were found between the trauma group
and the non-trauma regarding consequences of problematic substance use. No significant
differences were found between groups when it came to binge drinking quantity and
binge drinking frequency. Findings of an ANOVA testing the ability of CATS-T to
detect differences between trauma and non-trauma groups, however, did indicate
significant between group differences.
Correlations found in this study were weak to moderate (r = .15 to .50), therefore
results should be analyzed with care so as not to be over-interpreted. Replication of this
study is recommended to better determine the integrity of the statistical findings
presented in this study. Finally, as CATS-A tended to be more specific to social anxiety
issues, it would be worthwhile to attempt additional validation of the CATS utilizing a
social anxiety measure and/or an AOD beliefs measure. Such replication might detect
underlying constructs not found by the present study.
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CHAPTER I
INTRODUCTION
Alcoholism and drug addiction are often referred to as serious and progressive
diseases affecting body, mind, and soul (Alcoholics Anonymous, 1976; Maisto, Galizio,
and Connors, 1991; Margolis and Zweben, 1998); diseases in which the person is left
powerless over the effects that alcohol or drugs (AOD) wreak on the user’s life. Reasons
for starting to use AOD vary greatly, from casual and social use, to peer pressure, to use
of chemicals as a coping strategy (Holahan, Moos, Holahan, Cronkite, and Randall, 2001;
Kassel, Jackson, and Unrod, 2000; Sayette, Martin, Perrott, Wertz, and Hufford, 2001).
At times substance use may be masking a far deeper problem, that of historical stressors
and/or trauma (Clark, Pollock, Buckstein, Mezzich, Bromberger and Donovan, 1997;
Giaconia, Reinherz, Paradis, & Stashwick, 2003).
Recent studies are now investigating the role of preexisting psychiatric conditions
as mediating variables in treatment success of alcohol disorders (Coffey, Dansky, &
Brady, 2003; Kadden, Litt, Cooney, Kabela, & Getter, 2001; Najavits, Brown, Read, &
Kahler, 2003; Ouimette, Moos, & Brown, 2003). Though still in the exploratory stages,
results from these studies indicate that a better success rate is associated with matching
the client’s needs (such as preexisting psychiatric disorders, cognitive abilities, and
gender) to the treatment program. For those working with women who may use
substances to cope with the residual effects of historical stressors (such as depression and
anxiety), problems can exist. Such use may become especially problematic for young
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women who are beginning to develop their own identities and grow into autonomous
adults, independent from their parents or caretakers.
Many times women presenting with historical stressors, such as child sexual
and/or physical abuse, find it difficult to disclose such intimate issues with their
counselors during the initial stages of therapy. Compounding the problematic use of
substances to cope with trauma is the relative status of normal behavior given to
substance abuse on campuses (Goodhart, Lederman, Stewart, & Laitman, 2003; Walters,
Foy, & Castro, 2002; Wechsler, Lee, Nelson, & Kuo, 2002). Relatively speaking,
substance abuse may not be seen as an issue at all among a population that tends to use
this as part of the socialization process. When a young woman does seek help, intake
initial assessments may often be simplified. Thus, a wealth of information pertinent to
historical trauma and trauma-related comorbid disorders (e.g., depression, anxiety, and
alcohol abuse) may be lost if not addressed during the intake interview.
Many assessments are available for practitioners and researchers interested in
studying the relationship between trauma, coping, and substance use. Instruments such as
the Michigan Alcohol Screening Test, (MAST; Selzer, 1971), the CAGE (Ewing, 1984),
and the Alcohol Use Inventory (AUI; Horn, Wanberg, & Foster, 1987) frequently are
used to categorize the likelihood of problematic substance use. Separate instruments (e.g.,
Coping Response Inventory; Moos, 1986) can be utilized to determine specific coping
styles. Finally, self-report instruments that tap into traumatic life events (e.g., Traumatic
Events Questionnaire; Vrana & Lauterbach, 1997) can be used to determine extreme
stressors in an individual’s life (e.g., car accidents or sexual assault). Gathering all of this
data individually, however, not only takes time, but can also be emotionally taxing to
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clients and research participants. Therefore, practitioners and researchers alike who work
with these young women could benefit from a simple assessment instrument that would
draw attention to all three areas of concern.
Alcohol and Recreational Drug Use as Coping Strategy
Avoidance strategies (such as distracting oneself or burying one’s emotions), are
often behaviorally expressed (Schiff, El-Bassel, Engstrom, & Gilbert et al., 2002).
Individuals who apply such coping strategies often are trying to avoid negative situations
and therefore tend not to use active problem solving strategies. Rather, in an attempt to
reduce the internal anxiety, they may use AOD as a coping strategy to numb distressing
emotions. For those using AOD as coping strategy, physical acclimation to the effects of
the chemicals can lead to ingesting ever increasing amounts in an attempt to dissociate
from negative emotions. One belief for those who use chemicals in this manner is that
AOD can and will reinstate a positive mood state (Holahan et al 2001; Kassel, Jackson, &
Unrod, 2000). This positive state, however, is only temporary and continued use will lead
to physiological adaptation to the chemical, which causes furthers suppression of
neurotransmitters in the brain. This circular pattern becomes a vicious cycle and soon the
person may be caught up in a never-ending battle to regain the original high she once
experienced. For those who use AOD to as a coping strategy, this can be a very
dangerous game in the pursuit of happiness, dissociating from intrusive memories, and
coping with daily stressors.
Studies of drinking behavior indicate that use of AOD to cope with unpleasant
moods may be predictive of problematic alcohol use, even in typically nonalcoholic
samples such as one would likely find on a college campus. This type of avoidant coping
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can be a learned behavior, as one might surmise is the case in use of AOD as a coping
mechanism for emotional distress. For example, a child raised in an alcoholic or drug
using environment may grow up seeing AOD being abused in the home as a coping
strategy in times of stress. When this child becomes an adolescent or adult, it is possible
s/he has not learned any other positive coping strategy to modify the daily stressors s/he
faces in life. An individual exposed to such an environment might be left to depend upon
the only coping skill s/he has learned—use of AOD to neutralize distressing emotions.
Another reason AOD may be used as a coping strategy is the high reinforcing
properties of AOD in early use. Initially, AOD may provide the relief one is seeking from
emotional distress and can therefore be considered a positive coping strategy. However,
as time progresses, the body’s physiology adjusts to the chemical effects of AOD, and
eventually the initial reinforcing properties will cease to exist. At this point, the
chemicals one ingests likely will have ceased to give relief from distress and are instead
becoming a source of discomfort when the chemicals are withheld. By this time, the once
affirmative AOD use has transformed into a maladjusted coping skill and the individual
is now using AOD to satisfy physiological cravings.
Finally, AOD use may be seen as an escape—a way to dissociate from a life that
may seem unbearable. This type of escapism initially may be adaptive for the person with
few positive coping strategies. Eventually, however, frequent abuse of AOD can lead to
dependency and even further, to serious physical, psychological, and spiritual problems.
Furthermore, avoidant coping strategies may compound everyday problems, thus making
effective recovery efforts more difficult. For example, research suggests that recovering
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alcoholics who use avoidant coping strategies are more likely to relapse when faced with
negative life events (Holahan et al., 2001).
Issues and Needs Specific to College Women
Young women in college are typically experiencing an exciting time in their lives.
This is a time to explore independence, create and/or crystallize a work identity, and form
their identity as adult women. Therefore, it seems prudent that issues surrounding
childhood traumas, adult victimization, and substance use be dealt with in a
psychologically healthy manner during this stage of life. Despite this need, the bulk of
research conducted regarding substance use disorders and the effects of comorbid
substance use disorders and posttraumatic stress disorder has been with men. One reason
for this might be the scant population of women receiving treatment in institutions that
frequently conduct such studies. For example, while a plethora of much-needed
information has been collected in Veterans Administration Hospitals across the United
States, most individuals served by the VA are men, thus leaving issues more pertinent to
women under researched and at times misunderstood. Even more distressing, when one
considers phase of life issues, is the paucity of information available on traumatic life
events and substance abuse among college women.
When one gives consideration to the detrimental effects of psychological trauma
and the frequently resulting comorbid substance use disorders, it is easy to understand the
importance of identify factors that might interfere with a healthy transition to adulthood.
Rather than sorting through a battery of tests upon intake, however, it seems more
practical to develop a brief screening instrument that could quickly and reliably identify
an individual’s use of AOD to cope with historical and daily stressors. The development
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of such an instrument could assist counselors, psychologists, and researchers working
with this population to quickly determine a young woman’s tendency to use AOD to cope
with stressors. Furthermore, such an instrument could offer information regarding the
likely presence of historical trauma as a precursor to such use. If found valid, this
instrument might also prove a useful screening tool for clients in the general population.
Used in this manner, such an instrument could quickly point practitioners to potential
issues lying beneath presenting anxiety and depression.
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CHAPTER II
LITERATURE REVIEW
Research regarding the progression of alcoholism has indicated that women
progress more rapidly than men through its stages (Gearhart et al., 1991; Royce &
Scratchley, 1996). Yet until recently, much of the research has focused on the illnesses
related to alcoholism in men. Part of this may be due to the fact that until a short time ago
women’s substance use remained a closeted issue, frequently hidden by the mores and
beliefs that nice women do not abuse alcohol. The stereotypes of the destitute skid-row
alcoholic and alcoholism as a man’s disease left women with alcohol problems little
opportunity for assistance. More often, if a woman presented to her physician with
specific symptoms that may be attributed to alcohol problems in a man, she was
v

prescribed antidepressants or even anxiolytics, thus potentiating an already existing
chemical abuse issue. This situation could be especially problematic when difficulties
present among a population considered to be relatively healthy, such as traditional
college age women.
In light of more recent research, the study of women who develop substance use
disorders (SUDs) and related illnesses has become an important topic of research in
substance abuse studies (Gearhart, Beebe, Milhom, & Meeks, 1991; Najavits, 2002;
Royce & Scratchley, 1996; Wilsnack, Vogeltanz, Klassen, & Harris, 1997). At present,
statistics indicate that alcoholism is now the third leading cause of death among women
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(Gearhart et al., 1991). In addition, AOD-related illnesses such as liver disease, accidents,
and suicide are more prevalent among women than men.
Possible Factors at Play in the Development of Substance Use Disorders
While the basic course in the development of a SUD may appear to be relatively
straightforward, it is important to understand the particular mechanisms behind women’s
high risk of developing alcoholism and other substance abuse disorders. To do so we
must first take a specific look at how alcohol seems to affect women differently. The
primary mechanism of difference is believed to be largely attributed to basic
physiological differences between the sexes (Maisto, Galizio, & Connors, 1991; Ray &
Ksir, 1993; Royce & Scratchley, 1996). First, because alcohol requires no digestion, it
can be absorbed unchanged from the stomach, into the small intestine, and on to the
bloodstream if left unaltered by enzymes that break down or metabolize alcohol. Since
men’s stomachs contain greater quantities of alcohol dehydrogenase (the alcohol
metabolizing enzyme) than women, men therefore are capable of metabolizing alcohol
more quickly than women, thus leaving less of the pure alcohol molecules to be absorbed
into their systems (Lieber, 1994; Maisto, Galizio, & Connors; 1991; Ray & Ksir, 1993).
Men also tend to carry less fatty deposits by nature; as a result, they are able to process
and eliminate alcohol more quickly from their systems than women (Hill, 1984; Lieber,
1994; Maisto, Galizio, and Connors, 1991). Finally, in an extensive review of literature
regarding gender differences in alcohol metabolism, Lieber (1997) proposed a hormonal
difference at play in the metabolism and elimination of alcohol in women. For these
reasons, women are more susceptible to reaching higher blood alcohol levels with fewer
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drinks than the average man, thus making them less resistant to the overall effects of
alcohol.
Although numerous studies address the etiology of alcohol abuse and
dependency, there is a paucity of information regarding the developmental sequence from
recreational drug abuse to addiction. Learning theorists propose that substance abuse can
be a learned behavior, one that has been modeled in the family environment (Margolis &
Zweben, 1998; Barnes, Farrell, & Dintcheff, 1997; Thompson & Wilsnack, 1984). If one
approaches substance abuse disorders from a learning theory perspective one might
surmise that, as with alcohol, individuals exposed to recreational drugs in the familial
environment would be prone to develop similar chemical use patterns as those modeled at
home or by friends. The re-enactment of such modeled behaviors can soon get out of
control. After simple repeated exposure, the neurotransmitters in the brain become
accustomed to the foreign chemical (i.e., the ingested alcohol or drug), and physiological
changes occur (Maisto, Galizio, & Connors, 1991; Ray & Ksir, 1993; Royce &
Scratchley, 1996). These physiological changes result in an increase or decrease of
neurotransmitters as well as changes in the reuptake and distribution of such
neurotransmitters. As the pathways and synapses in the brain are changed, the system
needs more of the drug to compensate. The result is a vicious cycle of taking more of the
drug to compensate for changes, all the while creating more detrimental changes to one’s
chemical balance (Maisto et al., 1991; Ray & Ksir, 1993; Royce & Scratchley, 1996).
Historical Stress
Among those in high risk groups who have reported SUDs are women with
preexisting and/or a comorbid diagnosis of PTSD or historical stress. Compared to daily
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stress (noted as situational stressors in one’s daily life, such as test anxiety, arguments
with friends, family, or significant other, hectic scheduling, etc.), historical stress
(defined as highly stressful events or trauma occurring prior to the past six months) refers
to incidents of child/adolescent/adult physical/sexual abuse, and witnessing of any such
abuse. Literature on historical stressors and acute and chronic PTSD in the general
population indicates prevalence rates of 10% to 20% or higher (McCauley, Kern,
Kolodner, Dill Schroeder, DeChant, Ryden, Derogatis, & Bass, 1997; Volpicelli,
Balaraman, Hahn, Wallace, & Bux, 2000). Approximately one-fourth of college women
report histories of CSA and prevalence rates of CSA increase drastically among women
in treatment centers to an average of 65% (Clark, Lesnick, Hegedus, 1997; Maker,
Kemmelmeier, & Peterson, 1999; McCauley, et al., 1997; Messman-Moore & Long,
2000; Wilsnack, Vogeltanz, Klassen, & Harris, 1997).
Miller, Wilsnack, and Cunradi (2000) examined the prevalence of numerous
types of historical trauma experienced by women in the general population. Findings
indicate that approximately 11% of husbands perpetrate some form of physical violence
against their wives, 3% inflict severe violence on their partners, and up to 25% of women
are raped or sexual assaulted each year (Miller, et al., 2000; Abbey, Zawcki, Buck,
Clinton, & McAusian, 2001). Such stressful events have all been shown to be positively
associated with avoidant coping strategies (Schiff et al., 2002). Schiff et al. elaborated on
this phenomenon by explaining how women who have experienced prolonged,
abusive/stressful situations often perceive these situations to be uncontrollable—one of
the primary diagnostic criteria for a diagnosis of posttraumatic stress disorder (PTSD).
Frequently, those who have been exposed to a traumatic stressor work to avoid
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recollections, thoughts and even conversations that might remind them of the event—
another diagnostic criteria for PTSD. Those who utilize avoidant techniques often do so
in an effort to alleviate the associated anxiety and distract themselves from the emotional
distress.
Women bom into families where alcohol and other drugs (AOD) are frequently
abused are also more prone to histories of physical, sexual, and emotional abuse. Such
exposure to abuse is often secondary to a dysfunctional familial structure brought on by
excessive use of chemicals (Corbin, Bemat, Calhoun, McNair, & Seals, 2001; Holahan et
al., 2001; Freeman, Collier, & Parillo, 2002). Many women who experience such an
environment will turn away from AOD in an effort to escape the madness. Others
however, may turn to the very substance that appears to be the root cause. In such a case
AOD may be a modeled way of coping with a desperate situation, one that eventually
plays out in adult life. To accentuate this point, one needs only to look at studies into
women, substance abuse, and trauma. Literature on such studies has shown that women
from families where alcohol and/or drugs have been misused are not only at greater risk
of historical abuse and resultant PTSD, but also are more likely to abuse AOD
themselves (Davis, 1997; Freeman, Collier, & Parillo, 2002).
Developmental Perspectives and Alcohol/Recreational Drug Use
Current trends in treatment programs for chemical abuse and dependency tend to
dispense a broad range of information regarding the need for sobriety. What is lacking,
however, seems to be an understanding of the developmental patterns of problematic
substance use from a psychological perspective. Pepper’s mechanistic worldview of
human development (Goldhaber, 2000) proposes a progression through human
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development that is based upon opportunities, circumstances, and the physical and
environmental forces surrounding an individual. Studying substance use disorders from
Pepper’s worldview combining biogenetics, Learning Theory, and Social Learning
Theory can give us an understanding to the whys and hows of such a serious and
detrimental problem. By approaching the treatment of substance use disorders from this
perspective, it may be possible that relapse rates could be positively affected as well.
Behavioral genetic perspective. Although once considered a strictly evolutionary
perspective (e.g., Darwin’s theory), the Behavioral Genetic perspective of development
has grown to consider an interactional development between heredity and the
environment (Goldhaber, 2000; Maccoby, 2000). According to this theory, one not only
should consider the physical, but also must consider the adaptive cognitive changes that
allowed our ancestors to survive in an ever-changing environment (Blasi & Bjorklund,
2003). At the heart of recent studies on substance use disorders has been the debated
inheritability risk factor. Not withstanding genetics and inheritance as the sole etiology
for problematic substance use, more recent studies have begun to examine a geneticsenvironment interaction effect proposed in the developmental behavior genetic
perspective (Cheng, Gau, Chen, Chang, & Chang, 2004; Jacob, Waterman, Heath, &
True, 2003).
Findings of such studies indicate that children of first-generation problem drinkers
had a significant risk of developing dependent or abusive patterns of alcohol consumption
themselves. Although this may support the theory that substance use disorders run in
families, it falls short of providing a qualitative description of the environment (of this
family). With this in mind, twins studies have struggled to answer the question of nature
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versus nurture. Results from such studies have indicated that in the absence of an
alcoholic family environment, those with genetics risks are no more likely to become
problem drinkers than a control group without the genetic inheritance factor (Jacob,
Waterman, Heath, & True, 2003). Thus, it appears that environment is likely a major
contributing factor in the development of substance use disorders.
Such findings are in agreement with Maccoby’s (2000) meta-analysis of
heritability studies, in which she states that while children’s development is greatly
affected by genetic endowment, one must consider the effect of environment as well. In
this vein, while an individual may have the genetic propensity towards problematic
substance use, there are mediating variables in the environment that can act as buffers
against this progression. In this regard, studies have found family environmental factors
such as psychological disorders, issues of abuse and neglect, and socioeconomic status to
also play a contributing role in the development of substance use disorders among
families (Cheng et al., 2004; Jacob et al., 2003).
A final note of consideration regarding the behavioral genetic theory is discussed
in a 2003 position paper by Blasi and Bjorklund. They propose that while behaviors,
cognitions, and physical traits may exist as a result of genetic endowment, development
is an ever-evolving process that humans use to adapt to their environment. This sentiment
is at the heart of individual differences and variability among all humans, regardless of
genetics. Simply stated, whereas a child may have a genetic predisposition towards a
substance use disorder, he/she may never choose or even consider AOD abuse as a
method of adapting to the environment.
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Learning Theory. Learning theory goes back to Watson and Skinner and can be
easily applied to drinking patterns by way of the conditioning and reinforcing properties
of alcohol. Within classical conditioning, “cues” are considered to be conditioned stimuli,
or a simple association of one thing leading to another. Operant conditioning occurs when
an individual learns a particular behavioral response through repeated exposure
(Lowman, Hunt, Litten, & Drummond, 2000; Maisto, Galizio, & Connors, 1991). Both
are valid theories behind the reasons given for excessive AOD use and factor into what is
referred to as tension-reduction.
The following scenario can best explain tension-reduction. First, if one is of the
belief that individuals operate from cues in the environment, it is easy to see how a social
event, being at a bar or even a negative mood state could lead to specific behaviors (such
as alcohol cravings or drug-seeking behaviors). Once the negative state is in place, the
individual searches her/his mental repertoire of ways to seek relief from the negative
state. If previous use of AOD has been successfully used to dissociate from negative
moods, then AOD becomes a type of successful coping strategy that reduces the anxiety
or tension brought on by negative states. This type of behavior is often seen in relapsing
alcoholics and addicts as they put themselves in risky relapse situations (old friends,
activities, bars) that once where associated with AOD use. From this perspective, finding
and consuming AOD will reduce the negative states of cravings. Such behaviors often
result in relapse.
Quite similarly, the principles of operant conditioning can be seen in excessive
AOD use patterns as an individual begins to develop tolerance. Simply stated, tolerance
is due to the effectiveness of our bodies in metabolizing chemicals and takes physical
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form as a decrease in responsiveness to previously intoxicating amounts. Once an
individual has come to expect that a certain event (drinking or drug taking) will lead to
specific reinforcing effects (positive mood state), he/she will consume more AOD over
time in search of the original “high.” This cycle can be especially harmful to those
looking to self-medicate psychological distress by drinking (Niaura, 2000). In an effort to
reclaim the numbing and/or euphoric effects of one’s drug of choice, the individual will
consume greater and greater quantities with fewer positive results. If this pattern is begun
in adolescence, it is easy to see how it might become quickly ingrained into adult patterns
of AOD use in search of the once reinforcing effects.
Social-Cognitive Learning Perspective. Social-Cognitive Learning theorists posit
behavioral change as a social process that results in behaviors being associated with our
ability to manipulate symbolic representations of our environment (Goldhaber, 2000;
Niuara, 2000). This theory can be an acceptable explanation for the cycle of AOD use as
well. Research into alcohol-use expectancies found that an individual’s belief
(expectancies) in the effects of alcohol could be predictive of drinking patterns (FearowKenny, Wyrick, Hansen, Dyreg, & Beau, 2001). Therefore if someone believes alcohol
(or drugs) can be used to control negative mood states, he/she is more likely to use AOD
for this purpose. Children of both normal drinkers and problem drinkers alike are usually
exposed to parental drinking patterns and behaviors. If a small child sees his/her parent as
a social drinker, the child is more likely to adopt social styles of drinking. In this vein,
when a child sees the parent using alcohol as a coping strategy, in excess, or both, the
child is gradually socialized to use alcohol in the same way.
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For those who use AOD as a coping mechanism, adaptation to the effects of the
chemical can lead to ingesting ever-increasing amounts in order to achieve the desired
numbing effects on emotions. One belief for those who may misuse alcohol in this
manner is that alcohol is actually a stimulant and will reinstate a positive mood state.
Alcohol however, is actually a depressant. Therefore the positive stimulating state is only
temporary and will lead to a withdrawal from the chemical that actually furthers the
depression of the neurotransmitters in the brain. This circular pattern becomes a vicious
cycle not unlike Bandura’s theory of reciprocal determinism (1977), and soon the person
may be caught up in a never-ending battle to regain the original high she once
experienced. For those who use any AOD to relieve stress, or as a coping strategy, this
can be a very dangerous game in the pursuit of happiness, dissociating from painful
memories and thoughts, and coping with daily stressors.
Problematic substance use may also be the result of erroneous beliefs, seen
frequently in the college population (Feamow-Kenny, Wyrick, Hansen, Dyreg, & Beau,
2001). Students who are new to campus and have a desire to fit in may find themselves
lonely and longing to be included in activities. Often it is members of the popular crowd
that hold visible offices and are at the hub of school activities. If AOD use is rumored to
be involved in such activities, students might equate AOD use with popularity. Listening
to stories mulled over after a long weekend of parties might lead some students to
overestimate the extent of AOD use among their peers. In addition to overestimation of
consumption, exciting stories relayed by some of the more popular peers on campus may
model heavy drinking patterns or recreational drug use (Feamow-Kenny, et. al., 2001).
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When such modeling occurs, misperceptions can result, thus leading students seeking
social inclusion to consume more AOD in search of popularity.
Information Processing Theory. The primary focus of Information Processing
Theory is on how an individual stores memories of his/her environment to identify the
most efficient path to a solution (Goldhaber, 2000). Children follow trial-and-error
learning to respond effectively to their environment and create “goal sketches” of what
their interaction strategy will be. In essence, the child creates a “schema” or “script”
through the process of interacting unsuccessfully and successfully in the environment.
Following this theory, AOD use patterns are created when individuals learn to
successfully operate in their environment. Seen from this perspective, problematic
substance use patterns may actually be an adaptive process of survival. The two examples
mentioned in Social-Cognitive Learning theory are applicable here as well. As such,
children who are raised in an environment with problematic drinking or drug use are
likely to have faulty cognitions and schemas stemming from trying to control an
abnormal life situation or event. The resultant dysfunctional behaviors may actually help
sooth negative emotions and are thereby remembered and called upon in similar future
situations, thus becoming an automatic response. In this case, the dysfunctional behavior
may be the use of AOD to cope with distressing environmental situations.
To counter these automatic responses, individuals must learn to be mindful
(Breslin, Zack, & McMain, 2002) to emotional and thought triggers that play into
previously learned schemas. Being mindful, in the world of addiction treatment, means
learning to pay close attention to generalizing, rationalizing, catastrophizing, and a host
of other negative thought patterns and self-statements. When in a stressful situation it is
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important for anyone to be mindful of automatic thoughts and negative self-statements.
An example of one such thought a recovering alcoholic/addict may want to be mindful of
in a stressful situation is: “No matter what 1 do, nothing turns out.” At this point, she may
likely begin to have thoughts of using AOD in response to the negative feelings stirred up
by such a statement. Therefore, it is important for her to slow down, acknowledge, and
listen to these internal tapes in an effort to stop the resulting automatic behaviors from
occurring. By being mindful, the problematic substance user will be able to develop new,
more adaptive strategies to living effectively in her environment.
Conclusion to Developmental Theories and Addictions
Questions pertaining to the reasons women drink have led to similar conclusions
as posited in social-learning theory and tension-reduction theory, with alcohol being used
as a coping mechanism against stress by women more so than by men (LisanskyGomberg & Lisansky,1984; Gearhart, Beebe, Milhom, & Meeks, 1991). Among those in
high risk groups that report abuse of alcohol are women with preexisting and comorbid
depression, anxiety, and sexual disorders (Hesselbrock & Hesselbrock, 1997; Schiff et
al., 2002). Another group that is coming into light is women who were victims of child
sexual abuse and other types of historical traumas.
Historical Life Stressors as Precursor to Substance Abuse
Childhood sexual abuse. Studies indicate that women in treatment for alcohol
abuse and dependency issues who were victims of child sexual abuse (CSA) range from a
low of 10% to as high as 90% (Volpicelli, Balaraman, Hahn, Wallace, & Bux, 2000;
McCauley, Kern, Kolodner, Dill Schroeder, DeChant, Ryden, Derogatis, & Bass, 1997).
Studies of co-occurring substance use disorders and trauma have shown that, on average,

18

uced with permission of the copyright owner. Further reproduction prohibited without permission.

65% of the women seeking treatment for substance use disorders have reported histories
of CSA (Clark, Lesnick, Hegedus, 1997; McCauley, et al., 1997; Wilsnack, Vogeltanz,
Klassen, & Harris, 1997). Although treatment centers tend to work with a high number of
women who experience CSA as a historical stressor, environments that specialize in
substance use disorder treatment are not the only environments in which women with
histories of CSA appear. Several studies conducted with college women investigated the
effects of historical stressors, such as child physical and sexual abuse, parental
sociopathy, and adult maltreatment, on later psychological adjustment. Twenty to 28
percent of the college women who participated in these studies reported experiencing
some type of sexual abuse prior to the age of 18 (Feerick & Haugaard, 1999; Maker,
Kemmelmeier, & Peterson, 1999; Messman-Moore & Long, 2000). The results from all
of these studies concluded that women who have been exposed to CSA are not only like
to suffer long-term side effects of trauma, but also tend to have other comorbid disorders
as well.
Other traumatic life events. Historical trauma may present itself in many forms.
Aside from childhood sexual abuse are childhood physical abuse and neglect, adult
sexual assault, and intimate partner violence (Kubany, Leisen, Kaplan, and Watson,
2000; Messman-Moore & Long, 2000; Banyard, Williams, and Siegel, 2001). Deleterious
effects of such trauma continue long into adulthood. In addition to substance abuse
issues, research abundantly shows incidents of depression, anxiety, and somatic
complaints among individuals who have been traumatized as children (Banyard,
Williams, and Siegal, 2001; Zoellner, Goodwin, and Foa, 2000). Even more disturbing
was the outcome from a 2000 study by Guitierrez, Thakkar, and Kuczen. Their results
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indicated that women who have experienced histories of child physical and/or sexual
abuse endorse higher levels of suicidal ideation and less zest for life than women without
a history of trauma.
While more information has been forthcoming regarding the effects of intimate
partner violence on women, less focus has been placed on the innocent bystanders who
observe such aggression. New studies into childhood trauma, however, are beginning to
emerge. One important factor now being considered in childhood trauma is the effect of
witnessing domestic violence. Ferrick and Haugaard (1999) conducted a study on 313
college women to determine the effects of witnessing violence in the home. Nine percent
of these women reported having observed physical altercations between their parents.
One distressing result outlined by Giaconia, Reinherz, Paradis, and Stachwick (2003) was
the fact that children who witnessed violence in the home were at a high risk for
developing a co-occurring PTSD and SUD in adolescence and beyond. Just as distressing
was the fact that not being a direct victim of violence (direct victim vs. witness of
violence) was not a mediating factor in developing PTSD-SUD. In fact, one study that
Giaconia and colleagues researched found that sequencing of onset (PTSD-SUD versus
SUD-PTSD) varied greatly by type of trauma; with witnessing violence in the home
being a key factor in the onset of PTSD-SUD sequencing. Immediate psychological
effects of witnessing or being an active victim of intimate partner violence
notwithstanding, one further issue is the propensity that previous victims of violence have
toward repeatedly placing themselves in harmful adult relationships. This re-enactment of
dysfunctional adult relationships in these women acts as a type of revictimization
commonly seen among women who have suffered historical traumas.
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Temporal Ordering o f Comorbid PTSD-SUD
Although substance use disorders (SUDs) can result in secondary comorbid
psychological disorders, results of a 1997 study of adolescents with comorbid psychiatric
disorders (Clark, Pollock, Buckstein, Mezzich, Bromberger & Donovan), indicate that
psychological disorders actually preceded the diagnosis of alcohol abuse or dependency
in their sample. In addition to comorbid psychological disorders, women who were
sexually abused as children reported taking their first drink at an earlier age and being
involved in other risky behaviors earlier than their non-abused cohorts. The above may
all be considered examples that serve to validate theories that indicate that the abuse of
alcohol may be utilized as a coping mechanism among women who suffer from
emotional distress and/or have lived through traumatic experiences as a child. This
conclusion was also verified in a 1997 study from Harvard Medical School that
considered the temporal sequencing of PTSD and chemical dependency in adolescents
(Deykin & Buka, 1997).
Recent studies that specifically investigated the relationship between co
occurring substance use disorders and PTSD have resulted in similar conclusions. That is,
PTSD and other psychiatric disorders are often a precursor to a substance use disorder,
rather than the opposite, as had previously been thought (Najavits, 2002). These findings
are contradictory to the model of addiction work as seen in many treatment centers today.
In fact, little attention seems to be paid to psychiatric illness as a precursor to AOD use
when treating substance use disorders (Kinney & Leaton, 1995; Najavits, 2002;
Wilsnack, et al., 1997). Current trends in substance use disorder treatment programs do
not separate substance use disorders from PTSD. Results from studies into the
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dissociative effects of alcohol, however, have indicated that women who suffer from
comorbid psychiatric conditions related to previous traumatic experiences may be more
likely to use AOD as a coping strategy. This may be the reason more attention is being
given to alternative treatment programs in current research for addiction treatment.
Studies are now investigating the role of preexisting psychiatric conditions as a mediating
variable in treatment success of substance use disorders (Kadden, Litt, Cooney, Kabela,
& Getter, 2001; Najavits, 2003). Though still in the exploratory stages, results from
studies such as these indicate that a better success rate is associated with matching the
client’s needs (such as preexisting psychiatric disorders, cognitive abilities, and gender)
to the treatment program.
Coping
Researchers investigating the coping phenomenon have frequently defined it as
the adaptive cognitive and behavioral strategy one uses to reduce anxiety when faced
with life stressors (Folkman & Lazarus, 1988; Holahan & Moos, 1987; Moos, 2002). In
this manner of speaking, coping strategies are the methods we choose to reduce stress,
anxiety, or other negative emotion, in an effort to return to a more positive and/or stable
emotional state. Most researchers agree there are two primary types of coping strategies:
(a) active and (b) avoidant (Folkman & Lazarus, 1988; Fumham & Traynar, 1999;
Holahan & Moos, 1987).
Active coping. Active coping is a strategy in which an individual takes active,
positive steps to reduce psychological distress (Holahan & Moos, 1987; Moos, 2002). An
individual who relies on active coping strategies is likely to apply problem-solving
techniques to rectify a negative situation. Alternatively, if there is no way to rectify the
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stressful situation, the individual might strategize to reduce anxiety and other negative
emotions by reaching out to others or working off excess negative energy. This type of
coper might often spend time in exercise, make lists of how to approach or best rectify a
negative situation, and/or discuss the issue with friends, family, or a support group.
Active coping, compared to avoidant coping (when the individual tries to avoid a
negative situation or emotion) is usually seen as the healthier alternative.
Avoidant coping. Avoidant strategies, such as distracting oneself or keeping one’s
emotions to oneself, may often be seen as an attempt to escape the problem (Finney &
Moos, 1995; Holahan, et al., 2001; Moos, 2002). Instead of remedying a situation that is
taxing, avoidant copers tend not to actively change the situation. Rather, in an attempt to
reduce internal anxiety, an individual operating with an avoidant style may use coping
strategies that allow him to temporarily forget about the problem and/or numb negative
emotions. Such a style of coping could result in the Scarlet O’Hara approach of “I’ll
worry about it tomorrow.” Alternatively, individuals operating with an avoidant coping
style might use alcohol or drugs to dissociate. For example, a man who turns to alcohol or
drugs to help him escape from intrusive memories of childhood abuse would characterize
an individual operating with an avoidant coping style.
At this point, we have discussed the two primary styles of coping, active and
avoidant. Individuals who assume an active coping style tend to reach out and act as
change agents in their environments when faced with stressful events. Contrarily,
individuals adopting an avoidant style of coping tend to passively remove themselves
from the negative event or emotions. At this time, we can further delineate active and
avoidant coping into two separate and contrasting styles: (a) cognitive and (b) behavioral.
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Cognitive strategies. Moos (1993) aligns himself with cognitive psychology in his
explanation of cognitive coping strategies. In doing so, he theorizes that logical analysis
and reappraisal is the definitive mark of cognitive coping strategy. For example, a college
student approaching a final exam might utilize this type of coping strategy. If her coping
style is that of active cognitive coping, she might prepare herself by making self
statements such as “I know this material, therefore I know I can get an A.” This positive
mindset in turn sets her up to use other problem solving strategies, such as setting up
study dates or collecting notes from which to study specific material. On the other hand,
if her coping style is more closely aligned with avoidant cognitive coping strategies, she
might temporarily reduce her test anxiety by telling herself she still has two days to study
and will look at the material later. This avoidant coping strategy may work well, in the
short run, to lessen the immediate test anxiety she is facing. However, if she continues
this avoidant cognitive strategy, she may find herself ill-prepared on the day of the test,
which in turn creates ever-increasing anxiety. When it comes time to take the test that she
has avoided studying for, she may use negative self-statements such as “I’m going to fail
this exam!” or “What’s the use? I don’t know this material anyway!” The previous use of
cognitive reappraisal and logic (telling herself she still had time to study) has worked
against her. At this point, her seemingly logical negative self-talk (“I don’t know this
material...I’m going to fail this exam!”), may then lead to a self-fulfilling prophecy.
Behavioral strategies. Behavioral coping strategies are those more closely aligned
with the physical actions an individual might take to help reduce psychological distress.
Learning theorists, such as Watson and Skinner, best describe these strategies as learned
behaviors (Goldhaber, 2000). Simply put, an individual who experiences an activating
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event (some distressing life event that creates negative psychological states) will seek to
decrease the negative psychological or physiological reactions she is having to this event.
If the compensatory behaviors are successful in decreasing the negative reactions, she
will repeat these behaviors in the future when faced with negative reactions to an event.
Behavioral coping strategies may be active, as would be seen in the case of
someone who decided to discuss a distressing work situation with her boss, in an attempt
to rectify the situation. However, similar to cognitive strategies, behavioral strategies may
follow a more avoidant style, such as the individual who chooses to forget about her
problems by drinking. For someone who uses alcohol as a coping mechanism,
physiological adaptations to the effect of this chemical can lead to ingesting everincreasing amounts to achieve the desired numbing effects on emotions. This pattern
becomes a vicious cycle, and the individual now struggles to win a never-ending battle to
regain the original high she once experienced.
Individual Factors Affecting Coping Styles
Armed with this information—the knowledge of four basic coping strategies—we
might ask ourselves: “What factors within an individual would propel her to respond in a
specific manner?” Although many researchers have worked to describe specific coping
strategies and how these strategies are used to mediate emotions, little has been done to
understand differences in coping styles between individuals.
At this time, there is an abundance of information published by researchers
explaining coping styles (Holahan, et al., 2001; Holahan & Moos, 1987; Moos, 1988). An
abundance of literature also exists pertaining to the role of coping in mediating emotions
(Anshel, 1996; Folkman & Lazarus, 1988; Fumham & Traynar, 1999; Lazarus, 1991).
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Much of this literature has focused on how coping styles might exacerbate or attenuate
psychological or physical distress during a chronic illness or how coping strategies gone
awry may lead to a host of other disorders, including substance abuse (Anshel, 1996;
Cooper, Frone, Russel, & Peirce, 1997; Fromme, & Rivet, 1994; Holahan et al„ 2001).
The role that gender, culture, and/or social class might play in adopting specific coping
strategies, however, has received little attention.
Moos (2002) brought to light some of the difficulty clinicians might have when
adapting the dominant view of coping strategies to ethnic minorities and diverse cultures.
His advice to clinicians and researchers alike is to consider context at all times. This
includes family structure, parenting patterns, and sociological and cultural factors that
contribute to an individual's preferred coping style. At this time, there is little research on
the contribution of family structure, sociological and environmental aspects, and even
biological factors, to the differences in coping styles between individuals. Those
researching the coping phenomenon might do well to expand upon previous studies and
include diverse ethnic and other cultural groups within the United States, as well as
beyond our borders. In light of the recent focus given to specialized treatment strategies
(e.g., PTSD recovery groups) aimed at cognitive restructuring of current coping styles,
future investigation into group differences seems prudent. Without such research,
present-day theories regarding coping strategies might be difficult to generalize outside
the original sample.
One area of interest to many researchers over the last decade has been the role of
avoidant coping strategies in the development of addictions (Cooper, Frone, Russel, &
Peirce, 1997; Fromme, & Rivet, 1994; Moos, 2001). With the exception of those
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researchers focusing directly on women’s issues (e.g., Wilsnack & Wilsnack, 1997),
much of the data has been collected from young athletes or men who are inpatients at a
large Western Veterans Medical Center (Anshel, 1996; Anshel & Kaissidis, 1997; Finney
& Moos, 1995; Holahan, et al., 2001, Moos, 1988). This might lead us to question the
generalizability of this information to more specific populations, such as the everincreasing numbers of women entering treatment centers today.
Women and Coping
Given the questions surrounding the impact of culture and social class on the
development of coping strategies, one must also consider the impact of gender roles on
coping style. One of the difficulties women face in learning coping strategies to adapt to
stressful life events is the paradox between traditional, societally imposed gender roles
and non-traditional, possibly more personal gender values. Although women may be
coming into their own, society continues to impose its values on women today. Consider
the impact that the media alone has on women’s self-concepts. A woman is expected to
attain an unrealistically contoured body, enjoy the daily chores of cooking, cleaning,
taking care of the children, and still be there for her partner. Although the demand on
women to uphold such gender roles may not be as overt today, traditional standards are
still implied in more covert and subtle manners (Swim, Aikin, Hall, & Hunter, 1995).
The conflict between personal needs and traditional values may leave many
women wondering how best to adapt to the stressors that come with more modem,
multiple roles. This conflict, termed conflicting standards dilemma (Stroink, 2004) can
create cognitive dissonance within a woman that compounds the difficulty she has in
finding an acceptable coping strategy in times of psychological distress. For example,

27

luced with permission of the copyright owner. Further reproduction prohibited without permission.

women tend to actively reach out to others and to verbally de-stress (Cooper, Frone,
Russel, & Peirce, 1997; Daughtry & Paulk, n. d.). How acceptable is it, however, for the
workingwoman to go out with her male counterparts after work on Friday night for a few
drinks and to unwind? In this case would she be considered a less-than-ideal mother,
spouse, or woman for tending to her own need to relax—by way of socializing—over the
needs of her partner and children? With such double binds, it would be most informative
for researchers to investigate how individuals learn positive coping strategies to call upon
in the face of psychologically stressful events.
Mastering Coping
In general, coping is simply a method of relieving some type of psychological
distress. However, one important question that remains to be answered at this point is:
“Where does one learn coping strategies, both active and avoidant?” Although society
may impart gender role and cultural expectations, one cannot discount the role of
environment in the process of learning coping styles (Finney & Moos, 1995; Holahan &
Moos, 1987; Stroink, 2004). In his social learning theory, Bandura proposed the
important role of social interactions when he addressed the question of how an individual
adapts to her or his environment (Goldhaber, 2000). In Bandura’s model, children come
to understand and adopt what they believe are socially appropriate interactions by
observing those around them. Parents, authority figures, friends, and society in general,
model behaviors to children. According to this theoretical perspective, if a child grows up
watching mom and dad reach out with positive communications during times of stress,
the child may be more likely to adopt this pattern of coping with stress. Conversely, if a
child sees his parent withdrawing emotionally and numbing himself with chemicals to
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dissociate from stressors, this child may also leam to use substances as a coping
mechanism in times of distress.
Reminiscent of existential theory, researchers investigating the coping
phenomenon have implied that even maladaptive coping strategies might assist an
individual to come through a crisis with greater self-confidence and increased coping
skills (Folkman & Moskowitz, 2000; Moos, 2001). For example, let us consider the
individual who turns to alcohol and drugs to cope with a traumatic childhood. Although
such maladaptive strategies may temporarily work, eventually this method of dissociation
will fail, leaving him more distraught than before he enacted these avoidant strategies.
Moos (2001) proposed that this type of life crisis could often act as a catalyst for learning
more constructive, positive coping strategies. In this way, psychological distress may
actually provide an opportunity for growth within the individual.
Conclusion on the Coping Phenomena
Researchers investigating coping have concurred that coping strategies serve to
regulate human emotions and have methodically documented the importance of such a
mediator on emotions. Furthermore, empirical research available to us at this time would
indicate that there are two primary styles of coping, each acted upon either cognitively or
behaviorally. With such straightforward and meticulously researched information, can
one hope to gain any further knowledge regarding coping styles, strategies, and emotional
regulation? This writer is in agreement with Moos (2002) in saying, “Yes, we can leam
more.”
As one delves into the literature, it seems we have much left to leam with
reference to the way an individual adopts and utilizes a specific coping style.
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Contributions from differences such as gender, race/ethnicity, and cultural/social norms
need to be considered in order for there to be a greater understanding of the coping
phenomenon. Therefore, given the lack of comparative literature on this topic, it seems
prudent to further this line of research in an effort to investigate the impact such
differences may have on how individuals choose to adopt and utilize coping styles.
Anshel (1996), defined coping as: “constantly changing cognitive/behavioral responses
in an effort to manage specific external and/or internal demands that are appraised as
taxing or exceeding the resources of the person” (p. 311). Furthermore, it is believed that
more than one style of managing demands or coping exists. For example, it is widely
believed that most individuals will utilize either an active or avoidant coping style
(Anshel & Kaissidis, 1997; Cooper, Frone, Russel, & Peirce, 1997; Fromme & Rivet,
1994; Holahan et al., 2001). Active coping (generally concluded to be the healthier
approach) is characterized as engaging in thoughts and/or behaviors in an attempt to
problem solve. Avoidant coping can be described as an approach characterized by denial
and mental, behavioral, and drug disengagement. Additionally, Daughtry and Paulk (n.
d.) and Cooper et al., (1997) suggest that women predominantly engage in an avoidant
coping style.
Given the avoidant coping styles found among women who have experienced
historical stress, one could surmise that this population would be likely to abuse alcohol
and/or recreational drugs. Congruent with such a supposition, Schiff et al. (2002) found
that up to 90% of women receiving inpatient drug and alcohol treatment report histories
of physical and/or sexual abuse. Additional questions pertaining to the reasons women
drink have led to similar conclusions, that is, alcohol and other drugs are being used as a
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coping mechanism against stress by women more so than by men (Lisansky-Gomberg &
Lisansky, 1984; Gearhart, Beebe, Milhom, & Meeks, 1991).
Questions to be Addressed
One task that bears further consideration when trying to determine contributing
factors in substance use disorders is verifying whether differences exist between women
who are CSA victims and those women who do not report CSA, in terms of their
expectancies of AOD to relieve emotional distress. While at first this question appears to
be relatively straightforward, the primary difficulty in answering such a question lies in
the complexity of assessing for AOD use to cope. Therefore, during the course of this
study I sought to develop and instrument that could be utilized to answer the following
questions:
First, do women who were victims of historical traumas have more expectations
regarding the ability of alcohol or recreational drugs to relieve anxiety when faced with
daily life stressors than women who have not experienced historical stressors? To
respond to this question, items for the Coping, Alcohol/Drugs, and Trauma Scale (CATS)
were developed to investigate women’s beliefs surrounding the efficacy of AOD use to
cope with stressors that create anxiety in their daily lives. Next, I wanted to determine
whether women who had experienced historical stressors were utilizing AOD more so
than women who had not experienced historical stressors, in an effort to control the
intrusive memories and emotional distress. Therefore, I tried to create items that were
able to tap into the symptoms of posttraumatic stress disorder, such as intrusive
memories, nightmares, and affective dysregulation.
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This study was an attempt to develop a brief screening instrument to be used to
detect AOD use to cope. As such, this study examined self-reported patterns of AOD use
to cope with daily stressors and historical stressors/trauma. To determine group
differences, women who reported histories of stressful and/or traumatic life events related
to personal violence were compared to a group of women who did not report such life
stressors. Special considerations were given to participants’ beliefs in AOD to relieve
emotional distress and positive endorsement of AOD use to relieve emotional distress as
reported on the Coping, Alcohol/Drugs, and Trauma Scale.
It was expected that CATS scores for women who reported personal violence
would be higher than women who did not report historical stressors related to personal
violence. Such results were expected to indicate greater AOD use to cope with daily
stressors and traumatic memories among women who had experienced historical
stressors. Scores on the CATS were to be validated against several common instruments
that are utilized to determine AOD use (Khavari Alcohol Index; Khavari, 1978),
consequences of AOD use (Michigan Alcohol Screening Test-Revised; Selzer, 1971),
and style of coping (Coping Response Inventory; Moos, 1986).
Statement of Problem
The violence, trauma, and resulting emotional distress women report having
experienced indicates a disturbing problem that cuts across all age ranges, ethnic groups,
and socioeconomic statuses. Sexual assaults, depression, anxiety, and difficulty with
coursework are several problematic outcomes noted for college women who are exposed
to alcohol abuse. In a 2001 study conducted by Ozegovic, Bikos, and Symanski, 35% of
college women reported drinking heavily (four or more drinks per occasion) within a
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specified two-week period. With such a high prevalence of women reporting heavy
drinking on our campuses, it is interesting to note the paucity of information found in
current literature regarding the possible connection between use of AOD and historical
trauma among college women. It would seem that in a population where young women
are coming into their own, it would be useful to explore the prevalence of AOD use as an
attempt to cope with daily stressors, historical trauma, anxiety or other psychological
distress.
In an effort to understand this phenomenon among college women, an instrument
to examine AOD use as a coping strategy was developed and validated. As such, this
study sought to develop a tool that would quickly and reliably determine differences in
AOD use patterns in women who have experienced historical stressors from those who
have not. To do so, I investigated four primary constructs: (a) history of
stressful/traumatic life events; (b) AOD use patterns; (c) women’s coping styles; and (d)
use of AOD to cope with daily stressors, memories of historical stressors/trauma, feelings
of depression, and symptoms of anxiety.
Purpose
Currently there are numerous instruments to measure any one of the single
constructs mentioned above. Instruments measuring trauma and sexual abuse, such as the
Traumatic Events Questionnaire (TEQ; 1997, Lauterbach) and the Traumatic Life Events
Questionnaire (TLEQ; Kubany, et al., 1996), are highly sensitive to numerous types of
historical trauma. Alcohol assessments to detect level of problematic drinking are
common and can even be self-administered over the Internet. Numerous highly reliable
coping instruments, such as the Coping Response Inventory (CRI; Moos, 1986) are also
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available to practitioners and researchers interested in identifying an individual’s coping
style. None of these instruments however, cover the full spectrum of issues specified as
the phenomenon of interest in this dissertation, that is, use of AOD to cope with daily
stressors and/or historical stressors or trauma among young college women.
Due to the lack of a more simple and time saving instrument to assess this
phenomenon, the purpose of this study was to develop and validate the Coping Alcohol
/Drugs and Trauma Scale (CATS) as an easy-to-administer, self-report instrument to be
used in the college population. At the onset of this study I proposed there would be two
subscales within the CATS. The first was the identification of AOD use to cope with
reactions to daily stressors. The second subscale was identified as a measure of AOD use
to cope with memories, negative affective distress, and feelings of anxiety related to
historical stressors. In developing this instrument, it was my belief that the CATS would
have a strong positive correlation (r >.60) to the MAST-R, a moderately strong
correlation (r = .40 to .60) to the CRI avoidant coping scale and the TEQ, and weak (r <
.30), possibly negative correlation to the CRI active coping scale.
Hypotheses
Overarching Hypothesis
It was predicted that a self-reported history of traumatic life events would
positively correlate with greater use of AOD in an attempt to control emotional distress.
Questions on the CATS were designed to address use of AOD for the purpose of
controlling for negative affect and emotional distress. Regarding convergent and
divergent validity, it was believed that there would be positive correlations between the
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CATS and the MAST, the CRI-avoidant scale, and the TEQ, as stated in the following
hypotheses.
Convergent-Discriminant Validity Hypotheses
Hypothesis 1. It was predicted that there would be strong correlations (r >.60)
between high scores on the CATS and high scores on the MAST-R, indicating
convergent validity.
Hypothesis 2. It was predicted there would be moderately strong (r = .50 to .60)
positive correlations between the CATS and the CRI avoidant coping scales (behavioral
and cognitive), indicating convergent validity.
Hypothesis 3. It was predicted there would be moderate (r = .35 to .50) positive
correlations between the CATS and the TEQ, indicating convergent validity.
Hypothesis 4. It was predicted there would be a small—but not significant
correlation (r <.30) between the CATS and the CRI active coping scale, thus indicating
divergent validity.
Construct Validity Hypotheses
Hypothesis 5. Hypothesis 5 contained three parts. First, based upon the MAST-R
it was expected that women in the trauma group would report more negative
consequences of AOD use than women in the non-trauma group. Second, it was
hypothesized that women who reported historical stressors such as personal violence
would report greater frequency and quantity of alcohol use as reported on the KAI than
women without historical stressors. Finally, it was believed that higher scores on the
MAST-R and greater quantity and frequency of drinking (noted by the KAI) would result
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in higher overall scores on the CATS, thus indicating that the CATS is sensitive to
problematic substance use among young college women.
Hypothesis 6. It was expected that women in the trauma group would be more
likely to use AOD for relief from stress or feelings of depression than women in the non
trauma group, as detected by the CATS anxiety questions (Factor 2). Such results would
indicate the validity of the CATS to measure AOD use to relieve psychological distress,
such as anxiety and depression among the college population.
Hypothesis 7. Based on the CATS, women in the trauma group were expected to
report using AOD to relieve symptoms of anxiety and/or feelings of depression more
frequently than women in the non-trauma group, as detected by the CATS Factor 2. Such
results were expected to indicate the CATS’ utility to tap into use of AOD to cope with
psychological distress among this population.
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CHAPTER III
METHOD
Phase 1: Instrument Development of the Coping, Alcohol/Drug,
and Trauma Scale (CATS)
The purpose of Phase 1 of this study was to conduct an exploratory factor analysis
to assess the dimensionality of the CATS scale items to determine whether my a priori
hypothesis of two underlying factors would be supported. Additionally, during Phase 2 of
this study I completed correlation analyses on the two-factor CATS and the MAST-R,
KAI, and the CRI determine convergent and divergent validity. Finally, I completed a
series of One-Way ANOVAs to determine whether the CATS was sensitive to group
membership (non-trauma group versus trauma group), as determined by the TEQPersonal Violence items.
Construct Definition
Coping. Avoidance strategies, such as keeping one’s emotions to oneself and
trying to repress thoughts about the trauma, may often be expressed behaviorally with
substance abuse (Schiff et al., 2002; Moos& Holahan, 2003). Rather than remedying a
distressing situation, avoidant copers may attempt to reduce the internal anxiety by using
AOD as mechanisms to numb emotions. All questions on the CATS were related to
avoidant coping strategies as delineated by Schiff, et al. (2002) and Moos (2003).
Historical stress. For the purpose of developing the CATS, historical
stress was defined as stressful personal violence events or trauma occurring prior to the
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past six months. Examples of events that were included are: physical or sexual abuse
occurring during childhood, victim of sexual aggression as an adult, and witnessing
domestic abuse in the home. Stressors such as these have been shown to be positively
associated with avoidant coping strategies (Schiff et a l., 2002). When individuals are
faced with traumatic and/or stressful events them perceives to be uncontrollable, use of
avoidant coping strategies act to alleviate or distract them from emotional distress. In a
2005 study by Timko and Moos, results indicated that even though women are more
likely than men to reach out to others for help during times of distress, they are also more
likely to experience a greater frequency of life stressors and have fewer resources to rely
upon. Such findings have been greatly debated over the past 10 years, however, leading
to the need for further research regarding the effects of historical trauma and women’s
coping styles.
One of the primary interests of this researcher in conducting this study is the use
of AOD to cope with a history of childhood sexual abuse. For the purpose of this study
therefore, we must first determine an acceptable working definition of what constitutes
child sexual abuse. Several definitions are frequently used in recent literature to
operationalize child sexual abuse. The most frequently used definition is seen in
Wilsnack’s National Survey (1981). For the purpose of this study, the definition of CSA
utilized in that survey will be used:
1. Sexual activity prior to the age of 18 years old that was unwanted;
2. Sexual activity prior to age 18 which involved a partner five or more years
older;

38

luced with permission of the copyright owner. Further reproduction prohibited without permission.

3.

Any intrafamilial sexual activity prior to age 18 in which the perpetrator was at

least five years older than the victim.
Question #5 from the Traumatic Events Questionnaire (TEQ, please see the
Instrument section for complete description) inquired into all three essential factors
included in Wilsnack’s definition of childhood sexual abuse. For example, this question
addresses sexual abuse in several parts, including age at time of victimization, and
differing methods of assault, such as: “sexual penetration of the mouth, anus, or vagina,”
“no sexual penetration, but it was attempted,” and “attempted to touch your sexual organs
or make you touch his/hers.” Therefore, rather than addressing the issue of childhood
sexual trauma twice in this survey (once on the demographics form and again with a
separate instrument), I opted to utilize the full question on the TEQ, which appeared to
adequately address the construct of childhood sexual abuse as outlined for this study.
AOD use patterns. A second set of variables was operationalized to address and
find an acceptable definition of AOD use patterns. Three patterns are predominantly
discussed in alcohol literature and were operationalized for this study: (a) non
problematic/social drinking, (b) early/middle problem drinking, and (c) problematic
drinking. For the purpose of this study I followed criteria from the Michigan Alcohol
Screening Test-Revised to determine level of drinking. The MAST-R (revised) is a brief
22-question alcohol assessment. A score of 0 - 2 indicates no problem with alcohol, a
score of 3 -5 indicates an early or middle problem drinker, and a score of 6 or more is
indicative of having a drinking problem. For the purposes of validating the CATS, scores
on the MAST-R will be evaluated both on a continuous scale as well as its traditional
categorical scale.
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During the planning stage of this study this researcher could find no specific
instruments to decide upon a set of similar operational definitions of problematic drug
use. Therefore, I consulted with one independent Licensed Addiction Counselor and two
Licensed Addiction Counselors at alcohol and drug rehabilitation agencies in Grand
Forks, North Dakota. All three consultants recommended using the MAST-R (with minor
revisions to indicate both alcohol and drug use consequences) to determine levels of
problematic recreational drug use. An investigation of literary sources as well as
recommended uses of the MAST-R did reveal that the MAST-R has been successfully
utilized as a method of determining drug use when minor revisions to the instrument were
made, such as recommended by my consultants. The formula for determining
problematic use patterns remains the same as the guidelines set in place for alcohol use.
Therefore when administering the instruments, instructions for the MAST-R specifically
directed individuals to answer each question, giving consideration to both alcohol and
recreational drug use. The total score of the MAST-R was then used to determine a single
categorical score according to the previously outlined distinctions, with higher scores
being suggestive of increased alcohol or drug use problems and consequences.
Item development. Items for the CATS were based upon theory, with an emphasis
on Pepper’s mechanistic worldview (1961), which proposes that developmental
progression is based upon opportunities, circumstances and physical, and environmental
forces surrounding an individual. Following this perspective, item development was
based upon the hypothesis that when an individual has seen AOD used as a coping
strategy, either through modeling and/or other behavioral learning, she would then use
AOD as a primary coping strategy. I developed items on the CATS after examining
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current literature in the field of coping, alcohol and drug use, and historical trauma
among the general, treatment, and college populations. Finally, I also tried to base item
development upon the hypothesis that women who have experienced historical trauma
might be more likely to seek out AOD as a method to numb themselves or dissociate
from PTSD symptoms, thereby using AOD more frequently than utilizing solutionfocused strategies.
During the first step of item development, an initial pool of 44 items was
generated. To do so, I, along with a team of three Masters-level students in counseling,
created items that theoretically appeared to measure the construct under investigation
(use of AOD to cope with stressors/historical trauma). Over the course of the 2005 Spring
semester, each item was reviewed, content and underlying construct was discussed, and
items were revised, dropped, and added accordingly.
Format. A Likert-type scale response format was used to create responses for the
CATS. Four possible responses were given in an effort to create more variability when
scoring. Questions were written in declarative form, such as Item 14: "Using alcohol or
drugs help me to worry less," and Item # 37: "Alcohol/recreational drugs have helped me
to escape from intrusive thoughts of something bad that has happened to me or that I have
seen." Participants were asked to respond to each statement by choosing one of the
following choices: 1 = Never, 2 = Rarely, 3 = Sometimes, and 4 = Often. To avoid
ambiguity in responses and prevent a tendency to answer in a neutral manner, no central
or neutral response was offered.
Expert review. To maximize content validity and more effectively tap into the
construct of AOD coping, the CATS was sent to three expert reviewers. The first
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reviewer was Kim Miller, MA, LAC from Northeast Human Service Center in Grand
Forks, North Dakota. Ms. Miller has over a decade of experience in substance abuse,
specifically focused on women and substance abuse issues, including the impact of
historical trauma on women’s substance use patterns. The second reviewer, Tim
Kohlbecker, MSW, clinical director of the Post Traumatic Stress Disorder Treatment
Clinic at Veteran’s Affairs Uliana Health Care System. Mr. Kohlbecker was chosen for
his expertise in the area of Post Traumatic Stress Disorder and has 17 years of experience
working with individuals struggling with trauma and substance abuse issues in the
Veterans Affairs system. The final expert reviewer was Dr. Jeffrey DeBord, clinical
psychologist and director of the Substance Abuse Rehabilitation Program at Veterans
Affairs Uliana Health Care System. As a clinical psychologist and program director, Dr.
DeBord has spent the past 13 years developing a rational emotive therapeutic approach to
working with men and women who present with substance abuse and comorbid
psychopathologies.
Expert reviewers were first asked to rate each of the 44 items on the CATS
according to its relevance regarding general use of AOD to cope. The second set of
instructions given to expert reviewers was a multi-part task, in which they were first
asked to estimate each item’s face validity for each of the two subscales: (a) use of AOD
for daily stressors; or (b02) use of AOD to cope with the after effects of historical
stressors. After completing evaluation of face validity, expert evaluators were asked to
determine the content validity of the CATS regarding the degree to which each item
measures use of AOD for coping with daily/historical stressors. Finally, each evaluator
was asked to rate how useful they found each of the items with rating choices: 1 = not
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useful, 2 = moderately useful, and 3 = very useful; and to make suggestions or additions
to the preliminary items of the CATS.
In the third step, expert reviewers were asked to comment on readability of
directions and questions, and ease of format; they were also asked to comment on ways to
tap into the AOD coping phenomenon that were not included in the CATS. Based upon
the expert reviewer feedback, four items were removed from the item pool (see Table 1
below). Minor revisions were made to five questions to assist with readability and content
(e.g., Initial item #16: “I sleep better when I’ve had a couple of drinks” was revised to
CATS Item #7: “Drinking helps prevent my nightmares so that I can sleep.”) Upon
completed four items were omitted and five items were revised to better tap into AOD
use to cope. Forty items remained in the final version of the CATS. I used guidelines for
scale development set by and Bryant and Yamold (1995) to determine the appropriate
number of participants for the initial test development. Based upon the formula of five
participants per question, I decided that a sample of 200 women would be sufficient to
determine validity of the CATS. This sample size was also recommended by DeVills
(1991) in his instructions regarding sufficient sampling to eliminate subject variability.
Based on this information, the 40-item CATS was then administered to a sample of 227
women.
Table 1. Omitted Items per Expert Reviewer Comments.

Initial Item #
#4
#5
#8

#19

I go to the bar to relieve stress.
I go to the bar when I begin to think about a distressing past event.
Having a few drinks or using some type of recreational drug can put
life back on the right track.
Alcohol helps me sleep.
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Participants - Phase 1
Out of the 2500 advertisements distributed via e-mail, 227 women completed the
survey (9%) and were selected to participate in Phase 1 of this study. Participants ranged
in age from 18 to 50 years old, with a mean age of 22.57 years. Women from all
undergraduate levels of education were included in this study, with a junior level being
the mean. Table 2 presents additional demographic characteristics.
Demographics form. The demographics form contained three areas of
information. The first area contained questions specific to demographic variables such as
age, ethnicity, and socioeconomic status. The second content area addressed by the
demographic form referred to AOD use and included questions pertaining to age first
used, AOD of choice, and familial history of substance use. One single question pertained
to familial AOD use patterns and simply stated: “A member of my family does or has had
a problem with AOD use.” Participants responded simply by checking all family
members this pertains to (father, mother, sibling, grandparent, aunt/uncle).
Two final issues were addressed on the demographics form. First, personal history
of depression and/or anxiety was addressed by asking participants if they had ever been
diagnosed with either disorder. The final content area addressed by the demographic form
contained two questions and assessed the degree of financial stress the participant had
encountered during her time at school (“During my college years, making financial ends
meet has been a significant concern,” and “From the time I started college I have had
enough financial resources to live comfortably and without worry”).
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Table 2. Phase 1 Participant Demographic Characteristics.

Variable

n

Ethnicity
African American
American Indian
Asian
Caucasian
Hispanic/Latino
Pacific Islander
Two or more race groups
Used Alcohol
Yes
No
Age at first Alcohol use
Used Recreational Drugs
Yes
No
Age at first Recreational Drug Use
Drug of Choice
Alcohol
Marijuana
Cocaine
Acid/Meth/Rx
Family History of SUD
Father
Mother
Sibling
Grandparent
Aunt/Uncle
Other (Stepfather, Cousin)
History of:
Depression
Anxiety
5+ Drinks per setting
Yes
No
Binge Frequency
1-4 times/year
1-2 times/month
3-4 times/month
2+ times/week

%

M

SD

15.75

3.82

17.04

3.34

224
1
1

2
214
1

0
4
212
151

94.6
5.4

83.7
14.7
1.6
1.2
16.9
4.9
11.5
23.5
23.0
7.0
21.4
17.0
76.5
23.5
63.4
24.6
10.9
1.1
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Table 2 cont.

n

Variable
Financial Difficulties in College
1 = strongly agree
2
3
4
5 = strongly disagree
Financial Comfort in College
1 = strongly agree
2
3
4
5 = strongly disagree

%

M

SD

8.6
24.8
18.9
31.5
16.2
29.0
33.5
17.4
13.8
6.3

Instruments
Coping, Alcohol/Drug, and Trauma Scale (CATS; Hunter, 2004). The Coping,
Alcohol/Drug, and Trauma Scale was created to gather data that could predict the use of
AOD as a coping strategy for symptoms of anxiety, depression, daily stressors, and
memories of historically stressful/traumatic events. Examples of questions regarding
patterns of AOD use for coping on the CATS are: “I can count on recreational drugs to
relieve feelings/symptoms of anxiety,” “I can count on alcohol to relieve my feelings of
depression or feeling ‘down’,” and “I can count on recreational drugs to relieve my
feelings of depression or feeling ‘down’.” Questions on AOD use for coping are
answered on a four-point likert scale with 1 = never to 4 = often. As this in an instrument
development study, alpha levels for the CATS will be described in the Results section of
this paper.
Four items were inserted at the end of the CATS to determine response bias for
social desirability: 1) “I am always a good listener,” 2) “I am always willing to admit my
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mistakes,” 3) “Are there times when you have been discourteous to someone—even
when they have not deserved it?” and 4) “Are you sometimes irritated when others ask a
favor of you?”
Michigan Alcohol Screening Test-Revised (MAST-R; Selzer, 1971). My second
construct of interest was patterns of AOD use among women who suffered historical
stressors compared to those who did not report traumatic life events. To accomplish this,
first The Michigan Alcohol Screening Test-Revised (MAST-R) was administered in an
effort to measure consequences of AOD use. The MAST-R is one of the most common
and widely used instruments for the screening of alcohol-related problems (Hirata,
Almeida, Funari, & Klein, 2001; Teitelbaum & Carey, 2000). Questions on the MAST-R
cover a wide variety of alcohol-related items including: drinking habits, occupational,
social, and medical consequences of drinking. Participants respond either yes or no by
placing a check mark beside each one of the 22 questions. Item #1 (“Do you feel you are
a normal drinker/recreational drug user?”) and #4 (“Can you stop drinking without
difficulty after one or two drinks?”) are reversed scored. Scores are then summed and a
single overall score indicates level of AOD use patterns. Scores of 1 or 2 = social use, a
score of 3 or 4 = early problem use, and a score of 5 or more = problematic use patterns.
Internal consistency reliability has been estimated to be .83 to .88 in a sample of
individuals convicted of drinking under intoxication (DUI; Myerholtz & Rosenberg,
1997). Comparable reliability estimates of .81 have been found in non-clinical
populations (Teitelbaum & Carey, 2000). Cronbach's alpha for this study was .73. While
much information is available regarding psychometric properties of the original MAST,
no additional information was found regarding psychometric properties for the MAST-R.
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Khavari Alcohol Test (KAI; Khavari, 1978). In an effort to streamline the
demographics form, the Khavari Alcohol Test (KAI) was used as a measure of binge
drinking quantity and frequency of binge drinking. The KAI is a 9-item instrument that
screens for problematic alcohol use patterns. Participants self-report on their frequency,
usual quantity, and highest consumption of alcoholic drinks. For the purpose of this
survey, Items 7, 8, and 9 were included to measure binge drinking quantity (e.g., “When
you drink beer, what is the most you drink at one time?” Items 10, 11, and 12 were
utilized to determine frequency (“How often do you drink this amount of beer described
in #7?”). Mean test-retest reliability of the KAI is very good (.92), making it a highly
accurate measure of substance use patterns over time. Cronbach’s alpha for this sample
was .84. No further information was available regarding the validity or reliability of the
KAI.
Traumatic Events Questionnaire (TEQ; Lauterbach, 1997). The Traumatic
Events Questionnaire is a self-report measure with strong content validity in assessing
exposure to traumatic life events (Vrana and Lauterbach, 1997). Questions on the TEQ
cover a wide range of traumatic and/or stressful life experiences, including
automobile/farm accidents, witnessing the accidental death/murder of someone close to
you, having gone through a natural disaster, and having been the victim of
physical/sexual abuse. Respondents respond yes or no to each one of the traumatic events
listed. For the purpose of this study, historical stressors were operationalized to signify an
event of personal trauma, such as intimate partner violence, witnessing domestic violence
in the home (as a child), forced sexual encounters as an adult, or childhood sexual abuse
(CSA). To measure this construct only Items 3,4, 5, and 6 on the TEQ, which addressed
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personal violence events (i.e.,: “As a child, were you the victim of physical or sexual
abuse?” and “As an adult, have you ever been in a relationship in which you were abused
either physically or otherwise?”) were included in my analysis to discriminate between
trauma and non-trauma groups The acronym TEQ-PV is used in this paper to refer to
these se personal violence items. One-month test-retest reliability measures of the TEQ
indicate a correlation of .91, among the college population (Vrana & Lauterbach, 1997),
however, no information was found regarding validity of the TEQ.
Coping Response Inventory (CRI; Moos, 1986). The CRI was used to gather
information pertaining to coping styles among this population. The CRI is a 58-item
instrument that contains eight subscales divided into two main coping strategies: (a)
approach coping, and (b) avoidant coping. The first nine items ask the respondent to think
about a specific stressful event and ask general questions about the problem. The second
set of questions specifically address the individual’s coping style. Questions such as”
“Did you try to forget the whole thing?” and “Did you talk to a friend about the
problem?” are responded to on a four-point likert-type scale, from N = Not at all, to F =
Fairly often. Avoidance coping is divided into four separate subscales, each identifying a
specific type of avoidant coping strategy (cognitive, acceptance/resignation, seeking
altematives/behavioral, and emotional discharge). A T-score is obtained for each scale by
simply summing the individual scale items and cross-referencing with the provided
index.
Factor analyses (specific to the CRI avoidant coping scales) have yielded a twofactor model (cognitive avoidant strategies and behavioral avoidant strategies; Blalock &
Joiner, 2000). Active/approach coping is divided into four subscales, each identifying a
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type of active coping response (logical analysis, positive reappraisal, guidance seeking,
and problem solving). Total combined inter-item reliability of the avoidant coping
subscales is adequate (alpha = .80), with individual subscale alphas ranging from .56
(emotional discharge) to .85 (alternative seeking/behavioral). Total combined inter-item
reliability of the approach coping subscales is also strong (alpha = .78), with alphas
ranging from .45 (logical analysis) to .78 (problem solving). Cronbach’s alpha for the
total scale CRI for this sample was .89.
Procedures - Phase 1
Participant recruitment. My original intention for this study was to include a
sample pool from women enrolled in undergraduate classes at a single Upper Midwestern
University. Later this was expanded to include undergraduate women from across the
Midwestern United States and one University in Florida. This change was done for two
reasons. First, by placing limits on myself by utilizing only women from a single
university, it quickly became apparent that it would not be easy to reach my initial goal of
250 total participants. Therefore, by including resources from other universities and
colleges across the United States, I believed it would be much more likely to find 250
willing participants within the time constraints I set for this study. Secondly, by
expanding this study to include undergraduate women in other areas of the United States,
I hoped to gain more heterogeneity in my sample.
Thus, a sampling of women from several of the target colleges and universities
was developed by sending e-mail advertisements to select organizations within each
college or university. This sample pool began with women in sororities, student
government, and nursing programs. Fourteen participants in this sample came from the
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women who completed the paper and pencil version of the survey at the a mid-sized
public university in the upper Midwest. An additional 150 e-mail advertisements were
sent out to four other universities and colleges across the Midwest and one university in
Florida to obtain the remaining 213 participants.
Data collection procedures. This researcher and several Masters-level counseling
students attended one psychology class two sociology classes during the Fall semester
2005 and Spring semester 2006 to describe the study and recruit participants. An
announcement for the study also was made one week prior to data collection in an effort
to assist participants in arranging their schedule for participation. Those who agreed to
participate were given two options: (a) remain after class to complete the surveys, or (b)
sign up for one of three times offered outside of class for data collection. To
accommodate hectic student schedules, participants were given the option of one of three
separate days/times to participate after class. Although I had hoped there would be a total
of 250 participants recruited in this manner, only 25 students expressed interest in
participating. Out of the 25 women who expressed interest, 9 completed data collection
after class, 5 attended one of the after hours data collection times and 9 failed to show for
data collection.
At the time of administration, participants were given two copies of the informed
consent, at which time an overview of the study was explained. Participants were invited
to ask questions about the study prior to signing the informed consent. After participants
signed the consent form, one copy was turned in to the researcher and participants were
instructed to retain the other copy for their files. Upon completion of this dissertation, a
copy of the results will be sent'to each participant who so requested.
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Women 18 years of age or older were asked to complete a demographics form.
Following completion of this form, participants completed the following instruments in
this order: the Coping Alcohol/Drug and Trauma Scale (CATS), the Michigan Alcohol
Screening Test (MAST-R; Selzer, 1971), the Khavari Alcohol Test (KAI; Khavari,
1979), the Coping Response Inventory behavioral avoidant Subscale (CRI; Moos, 1986),
and the Traumatic Events Questionnaire (TEQ; Lauterbach, 1997). I initially estimated
survey completion to be 45 minutes to one hour. Actual time used by the 14 participants
who completed the paper and pencil version of this survey, however, was 20-30 minutes;
feedback from several of the participants completing the online version estimated their
completion time to be 15-20 minutes. Participants who completed the paper-and-pencil
version received 1 -hour of extra credit for their psychology or sociology .
Due to the low number of women signing up to participate in this study in person,
an additional 2500 women were contacted via e-mail and invited to participate in the
study. Women who were recruited on-line were sent a uniform e-mail with the subject
line titled: "Women and substance use study.” The attached message introduced the study
and purpose of the study, introduced the cash drawing, and gave my e-mail address and
telephone number to contact if they had any other questions. Of the 2500 women who
were contacted in this manner, only two responded with question prior to completing the
study. Upon entering the on-line survey, participants were presented with the informed
consent, which explained the study and purpose, possible risks and benefits, and were
again given contact information for myself, my advisor, and the UND Office of Research
Development and Compliance in case of questions or concerns.

52

luced with permission of the copyright owner. Further reproduction prohibited without permission.

Upon completion of the on-line survey, participants were invited to enter their
e-mail address in a drawing for one of three cash prizes: $25, $20, or $15. Upon
completion of data collection, e-mail addresses were placed in a hat to be randomly
selected for one of three cash prizes. Participants were then notified by e-mail that they
had won a prize and a check was sent via U.S. mail.
At times, recalling incidents of trauma, such as responding to questions on the
TEQ pertaining to traumatic events, may cause feelings/emotions related to such
memories to surface. For this reason, a list of phone numbers for the University/College
Counseling Center from participating Universities and Colleges was provided at the end
of the on-line survey on a separate debriefing page. Participants who completed the
paper-and-pencil version received a debriefing form that included the telephone numbers
of the University Counseling Center, the Evening Clinic, and the Psychological Services
Center. All participants were advised to call one of the numbers listed if emotional
difficulties occurred.
Group assignment. For the sake of determining between-group differences,
participants were assigned to one of two groups based upon their responses to questions
on the Traumatic Events Questionnaire (TEQ; Lauterbach, 1997). Participants who
positively endorsed any one of the four categories of historical stressors/traumas
regarding personal violence (TEQ Items 3, 4, 5, and 6 ) were assigned to the trauma
group. Women who did not endorse any history of personal violence trauma were
assigned to the non-trauma group.
Based upon current literature, I estimated the potential n of the trauma group to be
from 20% to 60% of the total sample. For the purposes of this study, I chose a more

53

luced with permission of the copyright owner. Further reproduction prohibited without permission.

conservative estimate and speculated that the trauma group would consist of 2 0 % of the
total sample. Out of the 227 women who responded to the full-scale CATS survey in
Phase 1, 6 6 (34%) had actually experienced some type of historical stressor and were
assigned to the trauma group. I had speculated that the non-trauma group would consist
of 160 women (80%) of the women who chose to participate in this study. Of the 194
women who completed the TEQ-PV questions in Phase 1, 34% of them reported having
experienced some type of historical stressor/trauma related to personal violence as
outlined above. Final analysis revealed that just over one-third of the participants in
Phase 1 endorsed at least one historical stressor (n of 6 6 in the trauma group versus an n
of 128 in the non-trauma group). The number of participatns endorsing some type of
personal violence trauma in Phase 2 of this study was even greater, with

88

of the 238

women who completed the TEQ questions reporting some type of historical stressor as
noted in TEQ Items 3, 4, 5, and 6 .
With specific regard to personal violence trauma such as CSA, rape and
interpartner violence, the ratio of participants in this study who had experienced some
type of personal violence trauma to those who had not was similar to those found in other
geographic regions across the United States (Clark, Lesnick, & Hegedus, 1997; Maker,
Kemmelmeier, & Peterson, 1999; McCauley, et al., 1997; Messman-Moore & Long,
2000; Wilsnack, Vogeltanz, Klassen, & Harris, 1997.). I theorized that the final n for
each group would be approximately one (endorsing at least one historical stressor) to four
(no historical stressor). In the end, 34% of the women who responded in Phase 1 and 37%
of the women who responded in Phase 2 reported at least one stressful life event recorded
as a personal violence event.
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Phase 2: Confirmatory Factor Analysis and Validation of the CATS
The purpose of Phase 2 was to test the factor structure of the 9-item CATS that
was determined in Phase 1. To do so, an independent sample of 287 women completed
the revised on-line version of the CATS. Phase 2 also consisted of analyzing the data to
determine convergent, divergent, and construct validity of the CATS.
Participants - Phase 2
An additional 3000 advertisements were distributed via e-mail to invite women to
participate in Phase 2 of this study. Out of the 3000 e-mails, 287 undergraduate women
(8.9%) from universities and colleges across the Midwest responded within the first three
days and were selected to participate in Phase 2 of this study. Participants ranged in age
from 18 to 52 years old, with a mean age of 22.84 years. Women from all undergraduate
levels of education were included in this study and the mean level of education was
senior status. Table 3 presents further demographic information regarding the participants
for Phase 2 of this study.
Instruments
With the exception of the revised CATS, all instruments used during Phase 2
remained the same as those in Phase 1. Cronbach’s alphas for each instrument utilized in
Phase 2 of the study were as follows: CATS alpha = .90, MAST-R alpha = 90, CRI
alpha = 94, and KAI alpha = .8 6 . Additionally, the four social desirability items
previously described were also used to determine the tendency toward positive
responding in this sample.
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Table 3. Phase 2 Participant Demographic Characteristics.

Variable

n

Ethnicity
African American
American Indian
Asian
Caucasian
Hispanic/Latino
Pacific Islander
Two or more race groups
Used Alcohol
Yes
No
Age at first Alcohol use
Used Recreational Drugs
Yes
No
Age at first Recreational Drug Use
Drug of Choice
Alcohol
Marijuana
Cocaine
Acid/Meth/Heroin/Ecstasy
Family History of SUD
Father
Mother
Sibling
Grandparent
Aunt/Uncle
Other (Stepfather, Cousin)
History of:
Depression
Anxiety
5+ Drinks per setting
Yes
No
Binge Frequency
1-4 times/year
1 - 2 times/month
3-4 times/month
2 + times/week

%

M

SD

15.68

3.19

16.9

2.56

287
0

7
4
266
1
0

9
279
8

96
191

95.9
2.7

33.0
65.6

75.6
12.4
1.7
1 .6

18.1
6.3
1 1 .8

30.7
31.7
1 2 .2

20.9
16.4
76.9
23.1
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Table 3 cont.

Variable

n

%

M

SD

Financial Difficulties in College
1 = strongly agree
2
3
4
5 = strongly disagree
Financial Comfort in College
1 = strongly agree
2
3
4
5 = strongly disagree

Procedures - Phase 2
Once Phase 1 was completed, 3000 women from designated colleges and
universities across the Midwest and one Florida University were recruited by e-mail
invitation to participate in Phase 2. All procedures used were similar to those of Phase 1.
In total, 287 (8.9%) women completed the revised, 9-item CATS, the demographic form,
and four social desirability items, as well as the MAST-R, KAI, TEQ, and CRI for
convergent, divergent, and construct validity.
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CHAPTER IV
RESULTS
Phase 1: Evaluating the Items
Results of statistical analyses completed during Phase 1 of this study found
support for my a priori hypothesis that there would be two underlying factors making up
the overall CATS. During Phase 2 of this study I conducted a confirmatory factor
analysis utilizing SPSS with an independent group of participants. Results were mixed
regarding support for my hypothesis, especially regarding strength of relationships
between the CATS and convergent validity measures (MAST-R and CRI-Avoidant
Coping Scale), as well as the CATS and the divergent validity measure (CRI-Active
Coping Scale). Finally, results from a series of One-Way ANOVAs to test for construct
validity produced an interesting outcome that was contrary to my hypothesized
expectations.
Initial examination of item performance. Pearson r correlation was calculated on
the original pool of 40 items on the CATS to determine item performance. Results
indicated that all 40 items on the CATS had significant and positive relationships at either
the p <.01 or p <.05 level. As all of the items on the CATS showed a significant positive
intercorrelation, none of the 40 items on the CATS full scale were considered for reverse
scoring.

58

luced with permission of the copyright owner. Further reproduction prohibited without permission.

Exploratory Factor Analysis
The dimensionality of the 40 items that comprised the CATS was analyzed using
exploratory factor analysis. Prior to conducting exploratory factor analysis, I examined
the Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy to determine whether my
data were appropriate for such analysis. The KMO index for this data was .95, indicating
that the distribution of values in my sample was appropriate for exploratory factor
analysis. Additionally, Bartlett's test of sphericity (a multivariate measure of normality
regarding the set of distributions) was significant (p < .0 0 1 ), further indicating the
appropriateness of this sample for this analysis. Principal components analysis was then
conducted on the initial pool of 40 items to estimate the number of possible constructs
underlying the full scale CATS. When examining the results of exploratory factor
analysis (EFA), I utilized Kaiser's eigenvalue rule (DeVellis, 1991), which recommends
considering any component with an eigenvalue greater than

1 .0

for further analysis.

Based upon this analysis, five constructs appeared to contribute to the dimensionality of
the 40-item CATS. I followed up with Cattell's scree test (DeVellis, 1991) to determine
where each factor was plotted. Results of the scree test indicated the possibility of a one-,
two-, or three-factor solution.
Accordingly, I examined one-, two-, and three-factor solutions using EFA. A
maximum-likelihood extraction with a two-factor, oblique solution produced the cleanest
factor structure. Next, I reviewed the structure matrix for the 40-items CATS. During
item development my goal was to follow DeVillis’ (1991) suggestion to create an initial
item pool that contained four times the desired number of final items. Therefore, many
items in the 40-item version of the CATS were redundant and were meant to state the
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same question in similar, but slightly different fashion. After review of the structure
matrix, 13 items were omitted due to loading less than .45 on either factor, indicating
these items did not satisfactorily represent coping through AOD use for this sample. For
example, while conducting the three-factor solution analysis, three items (#6 ,

10

, and

11—indicative of AOD use to counter depressed mood) loaded onto a third factor. After
further analysis, however, this factor was eliminated for two reasons. First, three items
are not sufficient to create a third factor and second, this factor represented barely 5% of
the total variance of AOD use.
Once these items were considered for loading onto a two-factor solution, they
were omitted due to low factor loading on either of the two factors under consideration.
An additional 18 items were deleted due to having crossloadings greater than .25,
indicating that each of the items loaded about equally on both factors. High crossloading
for so many items could be indicative of either: (a) poorly written items or (b) a flaw in
my original a priori structure, indicating that I had not selected items that would broadly,
yet uniquely, encompass the desired constructs. In summary, 31 items that loaded less
than .45 on one factor or with crossloadings greater than .25 were omitted, resulting in a
9-item version of the CATS, which contained two factors. Table 4 displays results of
loadings, items and item variance of the final 9-item version of the CATS. (All items are
presented in order of strength of loading.)
Naming the Factors
Results of a five-iteration, maximum-likelihood two-factor analysis with oblique
rotation indicated that Factor 1 accounted for 56.35% of the variance and Factor 2
accounted for 19.56% of the variance. Together these two factors accounted for 75.91%
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of the total variance in the CATS. Next, I investigated each item in the two factors for a
more precise indication of the exact construct represented by each item. Factor 1
contained five items, which appeared to represent participants’ actual AOD use to avoid
thoughts regarding distressing events. For example, Item #1 stated: “I have used
recreational drugs and/or alcohol to help me forget about distressing events
(thoughts/memories of stressful or traumatic events.)” After a review of each item in
Factor 1 ,1 decided to call this factor the CATS Trauma Thoughts and AOD Behaviors
scale (CATS-T: Trauma Thoughts and AOD Behaviors). Factor 2 contained four items,
which encompassed participants’ beliefs in AOD as an effective coping strategy to deal
with social anxiety/facilitation (e.g., CATS 30 stated: "I can relax better in social
situations when I am drinking or have taken some type of recreational drug."). I decided
to name this scale the CATS Social Facilitation and AOD Beliefs scale (CATS-A: Social
Facilitation and AOD Beliefs), due to themes of Social Facilitation and AOD Beliefs.
(Please refer to Table 4.)
Reliability Estimates
Next, item-scale correlation analysis was completed to determine how substantial
the item-scale correlation was across the nine items. Corrected item-scale correlations
were used to determine each item’s correlation with the complete scale. Using this
method, all nine items on the CATS showed a moderately significant correlation (> .67)
to the full scale. Reliability analysis resulted in a Cronbach's Alpha of .90 for the 9-item
CATS.
Factor 1 (CATS-T: Trauma Thoughts and AOD Behaviors) consisted of five
items. Corrected item-scale correlations were used to determine the validity of each item.
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Corrected item-scale correlations across items on Factorl were good, ranging from .67 to
.82. Cronbach’s Alpha for Factor 1 was .90. Factor 2 (CATS-A: Social Facilitation and
AOD Beliefs) consisted of four items with corrected item-scale correlations ranging from
.79 to .82. and a Cronbach’s Alpha of .92.
Table 4. CATS Factor Loadings: Two-Factor Solution - Maximum Likelihood with
Oblique Rotation.
Factor Loadings

Factor 1: CATS Trauma Thoughts and AOD Behaviors
CATS 5:
Alcohol or recreational drugs help when I want to
forget distressing memories.
CATS 1:
I have used recreational drugs and/or alcohol to
help me forget about distressing events (thoughts
or memories of stressful or traumatic events).
CATS 18:
I have used alcohol or drugs to take away the
anger when thinking about a distressing situation.
CATS 3:
I have used alcohol and/or recreational drugs to
help me forget about a distressing event from my
past.
CATS 23:
I have used drugs or alcohol to help keep away
intrusive/repetitive thoughts of something bad that
has happened to me.
Factor 2: CATS Social Facilitation and AOD Beliefs
CATS 30:
I can relax better in social situations when I am
drinking or have taken some type of recreational
drug.
CATS 27:
It is easier for me to feel close to someone after a
few drinks or when I use some type of drug.
CATS 28:
Drinking or using a recreational drug helps me to
feel more confident in social situations.
CATS 33:
I find it easier to get close to other people when I
am drinking or have taken some type of
recreational drug.
Eigenvalue
%Variance
Coefficient Alpha
Total Variance

Factor 1

Factor 2

.825

-.486

.779

-.400

.778

-.483

.755

-.347

.733

-.427

.489

-.853

.570

-.851

.502

-.835

.562
5.07
56.35
.90
75.91

-.830
1.76
19.56
.92

*Bold numbers indicate primary scale loading.
**Item numbers are based on original 40-item scale.
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Phase 2: Confirmatory Factor Analysis and Validity
During the item development stage, all items on the CATS were written in a
priori fashion and denoted as belonging to either: (a) Trauma items or (b) Anxiety/Daily
stressor items (please see Table 5 and 6 below, with final CATS items printed in
boldface). In agreement with my a priori assumption, results indicated that a two-factor
solution was the best fit for my data. All items designated as either trauma items or
anxiety/daily stressor items loaded on Factors 1 or 2 appropriately.
Table 5. CATS Items as Designated for Trauma.
Trauma Items
Item # 1
Item #3
Item #5
Item #7
Item #18
Item #19
Item #21
Item #22
Item #23
Item #24
Item #25
Item # 34
Item #35
Item #36
Item #37
Item #38
Item #40

I have used recreational drugs and/or alcohol to help me forget about distressing
events (thoughts/memories of a stressful or traumatic event).
I have used alcohol and/or other drugs to help me forget about a distressing
event(s) from my past.
Alcohol or recreational drugs help when I want to forget distressing memories.
Drinking helps prevent my nightmares so that I can sleep.
I have used alcohol or recreational drugs to take away the anger when thinking
about a distressing situation.
It is easier to forget the bad feelings when I drink or use recreational drugs.
I find it easier to go places that hold bad memories for me, if I use drugs and/or
alcohol.
I have used alcohol or recreational drugs to feel less sexually inhibited.
I have used drugs or alcohol to help keep away intrusive/repetitive thoughts of
something bad that has happened to me.
I cannot talk about the bad things that I have seen or that have happened to me,
unless I am using drugs and/or alcohol.
The only time I can be around people, places, or conversations that remind me of
the bad things I have seen or that have happened to me, is when I have had some
alcohol and/or drugs.
Alcohol/recreational drugs can help me to feel less "jumpy" or "jittery."
Using alcohol/recreational drugs helps me feel less irritable.
Alcohol takes away the bad dreams so that I can sleep.
Alcohol/recreational drugs have helped me to escape from intrusive thoughts of
something bad that has happened to me or that I have seen.
Using drugs makes it easier for me to be around people, places, or conversations
that remind me of bad things that I have seen or that have happened to me.
Using alcohol/recreational drugs makes it tolerable to be in large crowds.

*Items in bold signify items remaining in the final 9-item version of the CATS.
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Table 6. CATS Items as Designated for Anxiety.
Anxiety Items

Item #2
Item #4
Item # 6
Item # 8
Item #9
Item #10
Item #11
Item #12
Item #13
Item #14
Item #15
Item #16
Item #17
Item #20
Item #26
Item #27
Item #28
Item #29
Item #30
Item #31
Item #32
Item #33
Item #39

I use alcohol and/or recreational drugs to help me forget about daily stressors
(tests, fights with my significant other, class assignments.)
Alcohol or drugs help when I want to forget about my stress.
I have learned that alcohol or recreational drugs help make my mood better.
If I am worried/stressed out, alcohol or drugs can usually help me to cope.
If I am worried/stressed, alcohol or drugs can usually help me to relax.
If I am feeling down, drinking helps cheer me up.
I have used recreational drugs to help cheer me up when I've been in a "down"
mood.
Drinking helps me to relax when I feel tense.
I have used alcohol or recreational drugs to help me relax.
Using alcohol or recreational drugs helps me to worry less.
When I am stressed out, I usually feel happier after a couple of drinks.
I have used some type of recreational drug (not prescribed for me) to feel better
when I've been stressed out.
Alcohol and/or recreational drugs help take away my feelings of isolation and
loneliness.
Using alcohol or recreational drugs is like giving myself permission to forget my
problems.
I use alcohol and/or recreational drugs to help me feel more comfortable in social
situations.
It is easier for me to feel close to someone after a few drinks or when I use some
type of drug.
Drinking or using a recreational drug helps me to feel more confident in social
situations.
I have found that alcohol and/or recreational drugs help take away my feelings of
inferiority.
I can relax better in social situations when I am drinking or have taken some type
of recreational drug.
Drinking helps me feel less sexually inhibited.
I enjoy sex more if I have a few drinks or have taken recreational drugs
beforehand.
I find it easier to get close to other people when I am drinking or have taken
some type of recreational drug.
I cannot handle social situations unless I drink or use some type of recreational
drug.

*Items in bold signify those remaining in the final 9-item version of the CATS.
I used SPSS for Confirmatory Factor Analysis of the data file to reconfirm the
goodness of fit of the 9-item, two-factor CATS on an independent sample of 287 women.
Results of a maximum-likelihood, two factor solution showed that CATS-T (Trauma
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Thoughts and AOD Behaviors) accounted for 51.88% of the variance, while CATS-A
(Social Facilitation and AOD Beliefs) accounted for 14.35%, for a total of 66.23% of the
variance accounted for by these two factors.
Convergent and Divergent Validity
Regarding convergent and divergent validity, it was predicted that there would be
positive correlations between the CATS and the MAST-R, the CATS and the CRIavoidant scale, and the CATS and the TEQ as stated in the following hypotheses.
Convergent Validity
Hypothesis 1. It was predicted that there would be strong correlations between
high scores on the CATS and high scores on the MAST-R, indicating convergent
validity. To test this hypothesis I used a Pearson r correlation to determine whether there
were significant correlations between scores on the MAST-R and scores on the CATS.
As expected, results of bivariate correlation analysis revealed significant correlations
among the CATS, the CATS-T (Trauma Thoughts and AOD Behaviors, CATS-A: Social
Facilitation and AOD Beliefs), and the MAST-R at the p < .01 level. (Please see Table 6
below.)
Hypothesis 2. It was predicted there would be moderately strong positive
correlations between the CATS and the CRI avoidant coping scale, indicating convergent
validity. Results of bivariate correlations indicated significant and positive relationships
did indeed exist among the CATS, both CATS factors, and the CRI-Avoidant scale
(Please see Table

8

below). However, while results were significant, correlations between

the CATS and the CRI-Avoidant scale were less than moderately strong.
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Table 7. Correlations among CATS, CATS Factors, and the MAST-R.

Variable

2

1

1. CATS

-

2. Factor 1

.87**

-

3. Factor 2

.8 8 **

.53**

**

.50**

4. MAST-R

49

3

4

.38**

** significant at /?<.0 1 , 1 -tailed
Note: CATS = Coping Alcohol/Drugs, and Trauma Scale, CATS Factor 1 (CATS-T:
Trauma Thoughts and AOD Behaviors), CATS Factor 2 (CATS-A: Social Facilitation
and AOD Beliefs), and the MAST-R = Michigan Alcohol Screening Test-Revised.
Table 8 . Correlations among CATS, CATS Factors, and the CRI-Avoidant Scale.

Variable

i

1. CATS

-

2

3

2. Factor 1

.87**

-

3. Factor 2

.8 8 **

.53**

17* *

.14*

4. CRI-Avoid.

4

.14*

* significant at p < .05
** significant at p < . 0 1
Note: CATS = Coping Alcohol/Drugs, and Trauma Scale, Factor 1 (CATS-T: Trauma
Thoughts and AOD Behaviors), Factor 2 (CATS-A: Social Facilitation and AOD
Beliefs), and the CRI Avoid = Coping Resources Inventory-Avoidant Coping Scale.
Hypothesis 3. It was predicted there would be moderately strong positive
correlations between the CATS and the TEQ Personal Violence (TEQ-PV) items (#3, 4,
5, and 6 ), indicating convergent validity. Contrary to Hypothesis 3, neither the CATS nor
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CATS-A (Social Facilitation and AOD Beliefs) significantly correlated with the TEQ-PV
(r = .12, r = .03). And, while results did indicate a significant correlation between CATST (Trauma Thoughts and AOD Behaviors) and the TEQ-PV (r - .20), contrary to my
hypothesis, this correlation was much smaller than predicted (please see Table 9 below).
Table 9. Correlations among CATS, CATS Factors, and the TEQ-PV.

Variable

3

1

2

2. Factor 1

.87**

-

3. Factor 2

.8 8 **

.53**

-

4. TEQ-PV

.1 2

.2 0 **

.03

1. CATS

4

-

-

* significant atp < .05, 1-tailed
** significant at p < .0 1 , 1 -tailed
Note: CATS = Coping Alcohol/Drugs, and Trauma Scale, Factor 1 (CATS-T: Trauma
Thoughts and AOD Behaviors), Factor 2 (CATS-A: Social Facilitation and AOD
Beliefs), and the TEQ-PV= Traumatic Events Questionnaire-Personal Violence
Questions (Items #3, 4, 5, and 6 ).
Divergent Validity
Hypothesis 4. It was predicted there would be a small, but not significant
correlation between the CATS and the CRI active coping scale, thus indicating divergent
validity. In agreement with my hypothesis, no significant relationship was noted between
the CATS and the CRI active coping scale (Please see Table 10 below). Additionally,
results indicated a non-significant and minimally positive relationship existed between
the CATS and CATS factors and the CRI-Active Coping scale. Such results supported
my divergent validity hypothesis.
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Table 10. Correlations among CATS, CATS Factors, and the CRI-Active Coping Scale.

Variable

1

2

1. CATS

—

2. Factor 1

.87**

—

3. Factor 2

.8 8 **

.53**

4. CRI-Active

-.0 2

- .0 1

3

4

—
-.0 1

—

** significant atp <.0 1 , 1 -tailed
Note\ CATS = Coping Alcohol/Drugs, and Trauma Scale, Factor 1 (CATS-T: Trauma
Thoughts and AOD Behaviors), Factor 2 (CATS-A: Social Facilitation and AOD
Beliefs), and the CRI-Active = Cooping Resources Inventory-Active Coping Scale.
Construct Validity Hypotheses
Hypothesis 5. Hypothesis 5 contained three parts. First, it was theorized that
women who have experienced trauma as delineated by the TEQ-PV items would report a
greater number of negative AOD-use consequences than women who did not endorse a
history of personal violence. Next, I expected to find that women with reported historical
stressors related to personal violence would also report greater quantity and frequency of
alcohol use than women who did not report historical stressors (related to personal
violence). To test these two hypotheses, I utilized the MAST-R as a measure of AOD
consequences and the KAI as a measure of quantity of alcohol per episode (to determine
binge drinking) and frequency of binge drinking. I ran two separate One-Way Analyses
of Variance (ANOVA) to determine mean differences between the trauma group and the
non-trauma group for each measure. Results indicated that only the MAST-R detected
significant group differences between the trauma group and the non-trauma group in this
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sample [F (df 1, 233) = 4.55, p <.05], as well as between increased responses on the
CATS and increased problematic drinking (see Table 12 below). No group differences
were noted using the KAI as a measure of binge drinking or frequency of binge episodes
(please see Table 11 below.)
Table 11. Analysis of Variance: MAST-R, KAI Binge Frequency by Trauma Group.
Source

df

MAST-R

Between Groups
Within Groups

1

Between Groups
Within Groups
Between Groups
Within Groups

M

SD

ETA

4.55

2.34

1.83

2.40 .02

.491 2.36

9.76

7.57

.00

.48

.04

3.81

1.52 .00

.85

P
.03*

235
1

Binge Frequency

n

233
1

KAI Binge

F

2.36

235

*significant at p<.05
MAST-R = Michigan Alcohol Screening Test-Revised, KAI Binge = 5 or more drinks per
occasion, Binge Frequency = Frequency of Binge Drinking Episodes.
Table 12. CATS Ability to Detect MAST-R Level of Drinking.
Source

ETAsq

MAST-R Level

CATS

CATS-T

CATS-A

F

P

1

M
SD

13.81
4.57

6.61
2.32

7.20
2.98

.25

42.70

.0 0

2

M
SD

18.12
4.89

8.26

9.86
3.00

.28

50.57

.0 0

2 .8 8

M
SD

23.93
6.24

13.06
4.34

10.87
2.64

.15

22.67

.0 0

3

*significant at pc.Ol
MAST-R Level: 1 = Social Drinking, 2 = Early Problematic Drinking, 3 = Problematic
Drinking Patterns.
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Next, I hypothesized that the CATS would also suggest group differences
dependent upon trauma group or non-trauma group, thereby suggesting convergent
validity of the CATS and its ability to detect group differences among women in this
sample. Results of a One-Way ANOVA failed to find significant group differences
regarding the CATS and CATS-A (please see Table 13 below). CATS-T (Trauma
Thoughts and AOD Behaviors), however, did show significant differences in mean
participant scores, dependent upon group [F (l, 236) = 9.35,p < .01].
Table 13. Analysis of Variance for CATS and CATS Factors by TEQ-Personal Violence
Group.

Source

df

F

n

M

SD

ETA

P

CATS

Between Groups
Within Groups

1
233

3.66

2.34

15.77

5.57

.02

.06

Factor 1

Between Groups
Within Groups

1
236

9.35

2.37

.90

3.37

.04

.00*

Factor 2

Between Groups
Within Groups

1
233

.228

2.34

7.93

3.19

.01

.63

♦significant at pc.Ol
CATS = Coping, Alcohol/Drugs, and Trauma Scale, Factor 1 = CATS-T: Trauma Thought and
AOD Behaviors, Factor 2 = CATS-A: Aocial Facilitation and AOD Beliefs. TEQ-PV =
Traumatic Events Questionnaire-Personal Violence (Items #3, 4, 5, and 6)
Hypothesis 6. Hypothesis 6 stated that women in the trauma group would be more
likely to use AOD for relief from stress or feelings of depression than women who have
not experienced an historical trauma. Results of the One-Way ANOVA used for
Hypothesis 5 failed to find significant group differences regarding AOD use to relieve
symptoms of anxiety (please refer back to Table 12). Regarding the ability of the CATS
to determine AOD use to relieve feelings of depression, all three items (#6 , 10, and 11)
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that were written to detect AOD use to alter depressed mood were omitted during Phase
1: EFA due to low factor loadings. The resulting nine-item version of the CATS is
therefore unable to detect AOD use for depressive symptoms. Overall, it appears that the
data failed to support Hypothesis 6 .
Hypothesis 7. Based on the CATS, women in the trauma group were
expected to report AOD use to relieve symptoms of anxiety and/or feelings of depression
more frequently than women in the non-trauma group. As with Hypothesis 6 , 1 was
unable to complete the analysis for Hypothesis 7. While I did address AOD use related to
anxiety, there were no questions in the final nine-item version of the CATS that
addressed AOD use to relieve symptoms of depression. Furthermore, while I also
addressed frequency of use (KA1 frequency) with my measures, I did not directly address
increased frequency of use as an attempt to reduce either symptoms of anxiety or
affective distress. Therefore, no analysis was completed for Hypothesis 7.
Validity control items. One point of interest is this sample’s high endorsement of
socially acceptable responses, indicating a high social desirability bias. For instance, only
7.5% of the Phase 1 sample responded yes or true to only 1 question, while 18.1%
responded yes or true to all 4. In contrast, 25.9% responded yes or true to 3 of 4 items
and 42.8% responded yes or true to 2 of 4 items. These results differed in Phase 2, where
30.8% of the women responded yes to all 4 items and only 3.4% of the participants
responded no to all 4 items (please see Table 14 below.)
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Table 14. Social Desirability Responses in Phase 1 and Phase 2.

Number of Questions

Phase 1
Yes/True

n

%

Phase 2
Yes/True

n

30.8%

82

14

27.1

72

35.7

72

33.1

88

3

33.7

68

5.6

15

4

23.5

44

3.4

9

0

0

1

7.5

2

0
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CHAPTER V
DISCUSSION
Recently there has been an abundance of research that found a link between
historical stressors (i.e., childhood sexual abuse, intimate partner violence, and other
forms of physical and sexual abuse) and later use of alcohol and drugs to cope with acute
or chronic PTSD symptomology (Banyard, Williams, & Siegel, 2001; Coffey, Dansky, &
Brady, 2003). Most of this research has involved women in treatment centers who
increasingly have been presenting with a dual diagnosis of PTSD. It seems prudent,
therefore, to work toward early interventions that could help to identify women who have
experienced historical stressors, prior to their developing an alcohol or drug dependency.
While numerous instruments exist to measure either one of these variables independently,
this researcher was unable to find a brief instrument that might enable mental health
professionals to screen for the possible use of AOD to cope with historical stressors. Such
an instrument could be utilized both in the private and public sectors of mental health, as
well as by physicians to quickly sum up issues that might be underlying the presenting
complaints (such as depression or anxiety).
With this in mind, the premise of this study was that a self-reported history of
stressful life events would positively correlate with greater use of alcohol and other drugs
(AOD) in an attempt to control emotional distress. To investigate this broad question, one
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must measure each component to determine what, if any, impact each has on the others.
Yet, as previously mentioned, this could be a daunting task that includes numerous
instruments. The purpose of this study was to develop a brief screening instrument that
could quickly and efficiently determine possible use of AOD to cope with historical and
daily stressors, in an effort to provide preventative rather than reactionary treatment
strategies. The result of this research reflects the development and validation of the
Coping, Alcohol/Drugs, and Trauma Scale (CATS) - a brief, 9-item screening tool to
detect possible AOD use to cope with historical and/or daily stressors among college
women.
Questions on the Coping, Alcohol/Drugs, and Trauma Scale (CATS) were
designed to address AOD use as a method of regulating affective distress related to both
historical and daily stressors. Items on the CATS were developed to reflect two
underlying constructs. First, I theorized that the CATS would have one factor that was
reflective if of AOD use to cope with daily stressors or anxiety. Next, I surmised that the
second construct would be a measure of AOD use to cope with symptoms of PTSD
(traumatic memories, sleep disruption, negative affective distress, and feelings of
anxiety) related to the historical stressor(s).
Development of the CATS was completed in two stages. Phase 1 included
developing items based upon a theoretical understanding of the link between AOD use
and historical and/or daily stressors (such as AOD use to avoid traumatic memories or
AOD use as a method of tension-reduction for anxiety.) Exploratory Factor Analysis with
227 participants indicated a two-factor, 9-item scale that encompassed AOD use: a) for
historical stressors and b) as a method of controlling symptoms of anxiety. Once this
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scale was finalized I proceeded with Phase 2. During this phase I administered the 9-item,
two-factor CATS to a group of 287 college and university women across the Midwest for
Confirmatory Factor Analysis and validation.
The findings in Phase 1 demonstrated that the CATS has two conceptually
meaningful factors: AOD use for PTSD symptoms (historical) and AOD use to control
symptoms of social anxiety (originally conceptualized as daily stressors). During Phase 2,
these two factors accounted for approximately 66.23% of the variance on the CATS
items. Both factors were found to be internally consistent in both phases of this study.
Finally, this study provided evidence suggesting conceptually meaningful convergent
validity, as evidenced by the relationship between the CATS and CATS factors and the
Michigan Alcohol Screening Test-Revised (MAST-R; Selzer, 1971). Finally, while a
level of significance was found to exist among the CATS, CATS Factors 1 (CATS-T)
and 2 (CATS-A), the Khavari Alcohol Index (KAI; Khavari, 1978), and the Coping
Resources Inventory-avoidant scale (CRI-Avoidant Scale; Moos, 1986), such
relationships were minimal, leading one to question whether their significance might be
attributed to sample size.
CATS Factor 1: CATS-T: Trauma Thoughts and AOD Behaviors
The first factor consisted of five items that reflected women’s actual AOD use in
response to distressing memories and thoughts of their historical stressors (e.g., “I have
used drugs or alcohol to help keep away intrusive/repetitive thoughts of something bad
that has happened to me.”) This factor accounted for the greatest amount of variance on
the CATS, indicating that avoidant behaviors—such as AOD use—were likely a primary
factor contributing to the AOD use patterns of the college women in this sample.
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Furthermore, women with higher scores on this factor also scored higher for binge
drinking and frequency of binge drinking, and greater consequences related to AOD use.
While these results do not indicate a cause and effect relationship, they do appear
to be in agreement with current literature regarding the AOD use patterns of women who
have experienced historical stressors (Freeman, Collier, & Parillo, 2002; Giaconia,
Reinherz, Paradis, & Stashwick, 2003), which points to a significant relationship between
early historical stressors and later use of AOD as a coping strategy.
CATS Factor 2: CATS-A: Social Facilitation and AOD Beliefs
The second factor consisted of four items that seemingly revolved around
personal beliefs in the effectiveness of AOD to reduce symptoms of social anxiety and
accounted for 14.35% of the variance. While I had hypothesized that the second factor
would be AOD use to cope with daily stressors, items that loaded heavily on Factor 2
were most related to AOD use to cope with social anxiety. Interestingly, for this
population social anxiety might be the biggest daily stressor existing in their lives. This
may be due to the desire be in the popular crowd, feel more at ease with the opposite sex
and generally to quash fears related to trying to fit in to a new environment. Second, it is
possible that women who use AOD to cope with symptoms of social anxiety do so with
fervor, in an effort to reach the tension-reduction state (Niaura, 2000; Sayette, Martin,
Perrott, Wertz, & Hufford, 2001). What is also important to note is how Factor 2 also
appears to indicate that, among women in this population, AOD use is believed to be an
effective method of reducing symptoms of social anxiety. While the cross-sectional
design of this study was not able to determine whether this trend tapers off with time
(e.g.„ more frequent AOD use for social anxiety during freshman and sophomore years),
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future research could include analysis to determine if binge drinking and use of AOD to
cope with social anxiety lessens over time.
Convergent, Divergent, and Construct Validity
Hypothesis one. In agreement with Hypothesis one, the full-scale, 9-item CATS,
as well as both factors, were positively correlated to the MAST-R. However, in contrast
to the strong correlations I was expecting, the relationship between both the full-scale
CATS and CATS-T (Trauma Thoughts and AOD Behaviors) reached only moderate
levels of correlation (r = .49, r = .50) with the MAST-R, while the second factor,
CATS-A (Social Facilitation and AOD Beliefs) was approaching moderate strength in
correlation (r = .38). Contrary to my expectations, these results indicate that AOD use
consequences only explain 16% to 25% of scores on the full CATS and CATS-T,
respectively.
While moderate correlations could be acceptable, these results fall flat of the
prediction made in Hypothesis one and indicate only moderate convergent validity
between the CATS and the MAST-R. However, while Hypothesis one was not fully
supported, results do still indicate convergent validity between the CATS and the MASTR, indicating that increases in CATS scores are likely to correspond with an increase in
the negative consequences of problematic AOD use. Furthermore, it appears that not only
are actual behaviors (such as indicated by CATS-T: Trauma Thoughts and AOD
Behaviors) indicative of problematic AOD use, but to a limited degree certain beliefs and
expectancies regarding AOD use (as captured by CATS-A: Social Facilitation and AOD
Beliefs), may also be an indicator of problematic AOD use.
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Such beliefs are important to note, especially in a sample of college women who
are learning how to effectively navigate their environments. Given this possibility, the
CATS might prove a useful tool as a quick measure of AOD beliefs in this population.
Utilized in this manner, the CATS could be included as part of psychoeducational
programming, which often available on campus. The CATS would take one or two
minutes to administer and would lend itself to a natural discussion regarding the myths of
AOD use and its expectations.
Hypothesis two. Previous literature has shown evidence that women with
problematic drinking patterns tend to over-rely on cognitive avoidance, emotional
discharge, and seeking alternative rewards (Moos, 1993). While developing items for the
CATS I tried to write items that would encompass each of these coping strategies. For
example, Item 3 stated: “I have used alcohol and/or recreational drugs to help me forget
about a distressing event from my past.” Results of convergent validity testing for
Hypothesis two indicated the existence of a positive relationship between the CATS and
the CRI-Avoidant Coping Scale (r = .17), as well as CATS-T and CATS-A with the CRIAvoidant Coping Scale (r = . 14, r = .14). A note of caution needs to be applied to the
interpretation of such findings, however, as once more the correlations proved to be
weak, resulting in less than four percent of shared variability. As in Hypothesis one, these
results could be the effect of sample size rather than an explanation of the AOD use
phenomenon by way of shared variance. Therefore, while such results might speak
toward overall convergent validity of the CATS as a measure to detect avoidant coping—
especially as pertaining to AOD use, the results of this hypothesis should be modestly
interpreted.
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Hypothesis three. One of my primary interests in conducting this study was to
develop an instrument that was capable of detecting women’s use of AOD to cope with
historical stressors such as CSA, childhood physical abuse/neglect, and intimate partner
violence. Following current literature that points to the fact that many women in
treatment centers today are survivors of historical trauma (Najavits, 2002, 2003;
Ouimette, Moos, & Brown, 2003), I developed items that would specifically represent
DSM-IV-TR criteria for PTSD. My expectation was that women who had experienced
such trauma would endorse the use of AOD to counter the affective distress caused by
their experiences. Results from this study only partially supported Hypothesis three in
that only small positive correlations were found to exist between the CATS and the TEQPV (TEQ-Personal Violence items # 3, 4, 5, and 6 ). In fact, rather than moderate positive
correlations, results indicated the existence of only a minimal relationship between the
CATS and the TEQ-PV (r = .12) as well as between the CATS Factor 2 (CATS-A: Social
Facilitation and AOD Beliefs; r = .03). While results did indicate a significant
relationship between CATS Factor 1 (CATS-T: Trauma Thoughts and AOD Behaviors)
and the TEQ-PV (r = .20), once more the shared variance between the two only
accounted for four percent. These results would seem to indicate that scores on the CATS
have power to explain historical stressor and are likely attributable to some yet unknown
variable. Such interpretations are in contrast with my expectations that there would be a
moderately strong relationship existing between the CATS and the TEQ-PV. Therefore it
does not appear that the items on the CATS have successfully tapped into the historical
stressor construct as hoped.
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Divergent Validity
Hypothesis four. Following my hypothesis that the CATS would positively
correlate to the CRI-Avoidant Coping scale, I surmised that divergent properties would
then be shown through a non-significant and minimal correlation between the CATS and
the CRI-Active Coping scale. Results from bivariate correlations did support this
hypothesis with regard to the CATS 9-item scale, CATS-T (Trauma Thoughts and AOD
Behaviors), or CATS-A (Social Facilitation and AOD Beliefs). It appears then, that the
CATS items do not tap into use of active coping strategies.
Construct Validity
Hypothesis five. My first construct validity hypothesis assumed two major factors.
First, I surmised that by conducting two One-Way Analyses of Variance (ANOVAs)
utilizing the MAST-R and the KAI (to detect binge drinking and binge frequency) I
would find significant group differences existing between women from the trauma group
and women in the non-trauma group on both the MAST-R and the KAI. As expected,
significant differences did exist between groups with regard to negative consequences of
AOD use as defined by the MAST-R. Contrarily, no significant differences were found
for either binge drinking or frequency of binge drinking episodes as determined by the
KAI. This discrepancy could likely be due to the overall results that suggest a high
propensity for binge drinking in general, among women in this sample (Phase 1 76.5%,
Phase 2 66.5%). Once again, this factor could be attributed to the nature of substance use
in the college population. Therefore, it may be more likely that negative consequences of
AOD use might only have set in for a certain subset of students who have utilized this as
a primary method of coping with traumatic stressors. In contrast, the increase in binge
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drinking and binge drinking frequency exists equally in this population, likely due to
environmental factors that encourage such substance use patterns.
The second part of Hypothesis five posited that if group differences were found
on the MAST-R and the KAI based upon group membership, then subsequently the same
should hold true for the CATS. With the exception of CATS-T (Trauma Thoughts and
AOD Behaviors), results of a One-Way ANOVA failed to detect differences in CATS
scores based upon group membership. Likewise, no significant differences were found
when testing CATS-A (Social Facilitation and AOD Beliefs) for group differences.
Therefore, it does not appear that historical stressors (as denoted in TEQ-Personal
Violence items) play a determinable part in group differences based upon daily stressors
and/or anxiety. However, the findings from construct validity testing regarding CATS-T
(Trauma Thoughts and AOD Behaviors) are in agreement with the general implications
of Hypothesis five, in that the group of women who had experienced a personally violent
historical stressor (TEQ items #3, 4, 5, and 6 ) did in fact exhibit higher levels of AOD
use to cope with residual symptoms. Such findings are also in agreement with recent
research that has noted the correlation between historical stressors and subsequent AOD
use as a method of coping with the aftereffects of personal violence (Wilsnack,
Vogeltanz, Klassen, & Harris, 1997).
Hypothesis six. I hypothesized that women in the trauma group would be more
likely to use AOD for relief from stress or feelings of depression than women who had
not experienced any historical stressors. Regarding construct validity, no significant
differences were found between CATS scores for the two groups, based upon group
membership as measured by the Traumatic Events Questionnaire personal violence items
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(TEQ; Lauterback, 1997). Furthermore, when testing this hypothesis using CATS-A
(Social Facilitation and AOD Beliefs), no significant group differences existed. One
further note of importance regarding Hypothesis six is whether the CATS has the ability
to measure AOD use to moderate depressed mood. As previously mentioned in the results
section, all three items on the CATS that tapped into AOD use to regulate negative affect
were eliminated during the Exploratory Factor Analysis phase of this study. Therefore,
this portion of Hypothesis six was undeterminable.
With regard to possible explanations for the results of Hypothesis six, it is
plausible that while CATS-T did indeed encompass AOD use to cope with historical
stressors, CATS-A more closely tapped into AOD use to counter social anxiety
symptoms. Therefore, it is possible that circumstances specifically related to the college
population (e.g., greater desire to fit in resulting in higher social anxiety) might have
confounded the ability of both Factor 2 and the CATS full scale, to detect differences
based upon trauma versus non-trauma group membership. In this regard, neither the
CATS 9-item scale nor Factor 2 appear to support construct validity regarding trauma
group membership. Therefore, these results appear to be consistent with Hypothesis five.
Hypothesis seven. Based on the CATS, women in the trauma group were expected
to report AOD use for relief of anxiety symptoms and/or feelings of depression (CATS-A
Social Facilitation and AOD Beliefs) more frequently than women in the non-trauma
group. As written, this hypothesis was undeterminable. While the instruments I chose for
this study did tap into symptoms of anxiety and did in fact, measure frequency of alcohol
use, I am not able to statistically determine if a direct relationship truly exists. That is, no
specific questions in this study asked if the participants were using AOD in greater
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frequency due to historical stressors. One additional note regarding this hypothesis was
found while conducting my ANOVA regarding differences in binge drinking patterns
based upon group membership. Interestingly, while women who have experienced
historical traumas did appear to suffer more AOD use related consequences (based upon
the MAST-R), binge-drinking episodes did not significantly differ from women from the
non-trauma group. Finally, while I had included three questions in the CATS during
items development none of the three items remained in the final 9-item version of the
CATS after EFA. Therefore, based upon my data I am unable to determine if any
relationship does exist in frequency of binge drinking and feelings of depression.
Validity check items . One point of interest was this sample’s high endorsement of
socially acceptable responses, indicating a high social desirability bias. This high level of
endorsement might be due to the strong influence of peer pressure, and the great
importance this population places on fitting in and being socially appropriate. One other
possible explanation might be a defensive approach to test taking, which could be the
case with women who have experienced historical stressors and are leary to disclose the
trauma. Contrary to this theory however, a One-Way ANOVA completed on Social
desirability failed to detect any group differences between the trauma and non-trauma
groups, meaning that the wish to appear socially appropriate appears to be equal across
this sample.
Summary
This research demonstrated that the CATS has two conceptually meaningful
factors CATS-T (Trauma Thoughts and AOD Behaviors) and CATS-A (Social
Facilitation and AOD Beliefs). Analyses determined that the two factors that make up the
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CATS accounted for 75.91% of the variance in the statistical analyses completed for
Phase 1 EFA. The factors were found to be internally consistent and alpha levels for
CATS-T (Trauma Thoughts and AOD Behaviors), CATS-A (Social Facilitation and
AOD Beliefs), and the full 9-item scale were above satisfactory levels (CATS = .90,
Factor 1 = .90, Factor 2 = .92). While all items and factors appeared to have met
satisfactory levels of item-scale correlations, CATS-T (Trauma Thoughts and AOD
Behaviors) contributed 56.35% of the variance to the overall CATS score. Based upon
convergent, divergent, and construct validity measures, the two-factor, 9-item CATS
demonstrated fair validity as a measure of problematic AOD use, but minimal validity as
a measure of AOD use to cope with historical stressors. Finally, although CATS-A
(Social Facilitation and AOD Beliefs) does show some validity as a measure of
problematic AOD use, further analysis of this factor is advised, especially as a measure of
Social Facilitation and AOD Beliefs.
Limitations
This study was expected to prove useful in determining the role of historical
stressors and AOD use to cope with current emotional difficulties among women in the
college population. While the use of SPSS for exploratory factor analysis (EFA) and
confirmatory factor analysis (CFA) indicated the goodness-of-fit of a two-factor solution,
resulting in a 9-item instrument, a major limitation of this study was the use of SPSS for
CFA. Although SPSS was able to determine the number of possible factors in instrument
development, recent research has recommended the use of structural equation modeling
for CFA. Therefore, while I attempted to follow an item outline that was determined a
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priori, it would be prudent to attempt to duplicate this study using a structural equation
modeling program, such as AMOS.
One additional and important limitation of this study became apparent during
EFA when analysis determined a two-factor solution with nine items. While the original
version of the CATS contained 40 items, 31 items were omitted during Phase 1 due to
low factor loadings or high crossloading. Eighteen of the original 40 items crossloaded at
greater than .25. This could be interpreted as a flaw during item development in that I did
not tap into the uniqueness of the entire phenomenon of coping through AOD use.
Therefore the 40 items could be explaining overall symptoms of anxiety disorders rather
than the unique variance of a single construct. Such results might also be a confound of
the constructs I was attempting to identify. For example, while I was careful in my
attempt to create items that would fit into the DSM-IV-TR definition of Posttraumatic
Stress Disorder (PTSD), I failed to recognize the possible crossover that might result, due
to the fact that PTSD is also an anxiety disorder—a construct I had hoped would line up
on a separate factor delineated as daily stressors and anxiety.
One final important note to limitations regarding item development and analysis
is the redundancy of the remaining items. For example, while five acceptable items
remained in CATS-T (Trauma Thoughts and AOD Behaviors) three of the items appear
to be highly redundant—a fact that did not wash out during EFA. Specifically, three
items pertaining to AOD use to cope with memories/intrusive thoughts of the historical
stressor remained intact in the final version of the CATS (please see Table 5a). Although
I did aim for redundancy during item development, I did not expect such redundancy to
exist in the final version of the CATS. Such redundancy may speak to a flawed construct,
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as well as the need for future CFA research to be done utilizing structural equation
modeling.
Researcher bias affecting item development. Limitations around item
development and test construction could evolve around researcher bias. While I
attempted to place controls at each level (e.g.„ several other students as independent
raters during item development phase), it is possible that personal bias was at play even
while putting such controls in place. For instance, although I worked with three masters
of counseling students during this process, two of the three students had limited
backgrounds in substance use disorders (SUDs) and historical stressors/trauma. In fact,
most of their knowledge was obtained through information recommended by myself, thus
limiting their perspectives to my mechanistic world view. The third student, while having
a background in SUDs, was still relatively unfamiliar with trauma work. Furthermore,
while this student was studying in the area of SUDs and addictions, he was trained in the
same environments as myself and also shared my enthusiasm for the mechanistic world
view as opposed to the predominant disease model, commonly found in treatment
centers.
Finally, and likely most importantly, while the focus of this study was women’s
issues related to SUDs and trauma, my own knowledge of issues specific to women’s
addictive disorders is limited. Although I have been a group and individual therapist with
women in treatment and did search out information regarding women’s issues in
addictions and trauma, the amount of information specific to women’s issues remains
relatively scarce. And, while more recent research has focused on women’s issues
specific to SUDs and trauma, much of this research remains in the early stages of
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development, with the bulk of literature available still focused on issues of men in
treatment and/or Vietnam veterans facing PTSD and comorbid SUDs.
Expert reviewers. As previously mentioned, all expert reviewers who participated
in this study were experts in their specific fields (i.e.„ substance abuse treatment and
PTSD). And, while each discussed her/his familiarity with instruments utilized in their
fields, none had previously worked on an instrument development project. While I had
supplied each of them with an outline (DeVillis, 1991), which listed how to perform item
development, it is unknown whether this outline was utilized during item review.
Furthermore, although each reviewer can be considered an expert in her/his respective
field, all reviewers worked primarily with inpatients and secondarily with outpatients. In
a final note, while one reviewer specialized in women’s SUD treatment, two reviewers
worked within the Veteran’s Administration Medical Center system; a fact that could
have contributed to lack of diversity and knowledge regarding women’s issues. For these
reasons it is possible that while my item development reviewers were experts in their
respective fields, each gained her/his knowledge in an environment that differed from the
intended audience. Such discrepancies could have confounded item development and
resulted in an instrument that may not be as sensitive to the target population—college
women—as it might be with an inpatient population. Such subtle differences might be
responsible for the lack of differences found on the KAI and the TEQ. As with researcher
bias, it is possible that since each of the expert reviewers had contributed to the principal
investigator’s primary learning experience and experiential training, overall item
development may have been confounded by a lack of differing perspectives.
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Social desirability factors. Interestingly, participants in both Phase 1 and Phase 2
apparently held a high regard for responding in a socially desirable manner. For instance,
as outlined in the results section, only 7.5% of the women in Phase 1 admitted to only
one of the control questions for social desirability. Such responses are likely indicative of
a strong need of approval in general among the women in this sample. Contrarily, almost
58% of the women in Phase 2 responded in similar fashion, possibly indicating a greater
ability to accept oneself as having flaws. A desire to appear socially appropriate and to fit
in would likely be strong in populations where peer pressure runs high, which in itself
could add confounds. One possible thought was that women who had experienced CSA
or adult physical/sexual trauma would hold more shame and thereby try to control for
such feelings by denying any fallibilities. However, when testing for this hypothesis in
post hoc analyses, no group differences were found that could be attributed to social
desirability response pattern. Overall, it is apparent that such responses point to
questionable veracity of the self-reports among both samples used in this study, a fact
that could lead to confounding the results as indicated.
Sample size and statistical limitations. One limitation that may best speak to the
validity of the CATS and to future research suggestions is based upon the results of the
correlations between the CATS and validation instruments. For instance, rather than a
strong positive correlation between the CATS and the MAST-R, findings indicated only
moderate correlations between (a) the CATS and the MAST-R and (b) the CATS-T
(Trauma Thoughts and AOD Behaviors) and the MAST-R. While moderate findings may
be acceptable, such results still point to the fact that only 25% of the shared variance
between the two measures can be attributed to problematic AOD use. Results showed an
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even smaller shared variance (16%) between CATS-A (Social Facilitation and AOD
Beliefs). Such findings indicate that while the CATS does to some extent show
convergent validity as expected, there is still much more variance that remains
unexplained. This contrary finding may partly be explained by the high desire to be seen
as socially appropriate, which appeared in the control items. Such a phenomenon could
be expected with the MAST-R due to its high face validity. For example, if an individual
responding to the MAST-R wished to present herself in a socially acceptable manner, she
may not respond as forthright to some items (e.g.„ the respondent may deny some
consequences, such as friends or family taking issue with her AOD use.)
As with the MAST-R, results indicated only weak correlations among the CATS
and both CATS factors with the KAI. While statistical significance was indicated, due to
the high N, such results could be misleading. Therefore, while it appears that a slight
relationship does exist between the CATS and the KAI, binge drinking behaviors may
only account for 6 to 14% when attempting to explain changes in CATS scores. One
possible explanation for this may be the relatively equal amount of binge drinking that
was reported across all participants in this study. If binge drinking behaviors occur with
relative frequency and are seen as socially acceptable patterns of use (binge drinking
Phase 1: 76.5%, Phase 2 66.5%), it is likely such a relationship might be more an artifact
of the environment rather than a true indication of differentiating factors in AOD use. As
the CATS is based upon AOD use to cope with both historical stressors, as well as daily
stressors and anxiety, it is also possible that the latter (e.g.„ social anxiety resulting from
a desire to fit into a new environment) acts as an equalizer among women in this
population.
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Finally, while I attempted to develop items that were specific to historical
stressors (especially inclusive to acts of personal violence), I did not include findings that
pointed to any type of historical stressor (e.g.„ a car accident). In so doing, I failed to
account for a large number of stressors that were reported among the women in this
population. Such a failing may be what weakened the correlations between the CATS and
the TEQ. For instance, while over one-third of the women in this study apparently had
been affected by some type of personal violence, this factor did not appear to correlate
strongly to AOD use patterns, contrary to expectation. It is possible that by only
investigating personal violence I was remiss with regard to the impact that acute stressors
may have among this population (e.g.„ experiencing a car accident or natural disaster).
Such occurrences may at least partially explain the weak correlations that were found
between the CATS, CATS-T (Trauma Thoughts and AOD Behaviors) and CATS-A
(Social Facilitation and AOD Beliefs), and the TEQ. Whatever the cause, the results
remain the same: in an instrument developed to detect AOD use to cope with historical
stressors, the shared variance between the CATS and the TEQ was less than four percent.
Interestingly, however, when considering construct validity, only CATS-T (Trauma
Thoughts and AOD Behaviors) appeared to find significant differences in scores based
upon group membership. Therefore future research would be well worthwhile to
determine the exact nature of this relationship.
Possible factors effecting generalizeability. A further limitation in this study was
the result of a rather homogenous sample. Although I expanded the sample pool to
include several university and colleges across the Midwestern United States, results still
indicated my sample was primarily made up of Caucasian participants. Therefore, this
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sample lacks cultural diversity, thus limiting the generalizability of the results. It is
difficult to determine whether the CATS might have the same results for other racial or
ethnic groups or even other geographic regions across the United States. It is possible I
might have found greater differences if my sample population had included women from
the inner city who are likely faced with greater likelihood of traumatic exposures than
women living in the rural Midwest. Therefore it would be sensible for a validation and
norming study to be conducted in other regions to create a more diversified sample.
A second issue to consider regarding diversity is gender. As this study was
conducted using only women, its validity regarding the population of men on campus is
unknown. The numbers of men in treatment centers across the country who present with
detrimental effects of historical stressors also indicates the need for clear assessments of
their coping strategies and more appropriate counseling strategies to encompass dual
recovery (comorbid PTSD and substance use disorders-“SUD”). Future validation and
norming studies for the CATS should include a male population.
Further information regarding the utility of the CATS in substance abusing
populations, such as those who present to treatment centers is also lacking. While a great
deal of the research I based this study on was borrowed from data taken from clinical
populations, it would be prudent to further investigate the validity of the CATS in clinical
populations as well. A more well-rounded, vigorous test of generalizability of the CATS
may validate it as an acceptable screening tool for college counseling centers, community
agencies, hospitals, and private practice.
Finally, this study was focused on a single measure in time regarding coping skills
and substance use behaviors among college women. Several patterns of substance use
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could be predicted in this college population: a) continuous heavy binge drinking with or
without other substance use, b) a multimodal effect wherein first year students use
substances more often than sophomores, followed by an increase of AOD use at legal
drinking age, followed by yet another decrease, when approaching graduation and
preparing to assume adult responsibilities in the world of work, and c) heavy substance
use followed by a tapering off to social use of substances once established in school, job
or family. For this reason it would be logical to do a longitudinal cohort analysis of the
coping strategies and substance use patterns among this sample, to determine if there is
indeed a multimodal effect, or if women with historical stressors continue to use AOD as
a coping strategy.
Limitations to analyses and statistical power. While 227 participants for EFA and
287 participants for CFA are appropriate sample sizes, it is likely that a larger sample
may have provided better data. Furthermore, the CATS appears to be an appropriate
measure of women’s belief in the efficacy of AOD use to counter the negative symptoms
of social anxiety, this study failed to analyze these exact factors. If further validation of
this instrument is to be completed, it would be worthwhile to add both a measurement of
social anxiety and a measurement of alcohol beliefs and behaviors.
This study was intended as the first step in creating an instrument that could
predict AOD use patterns by investigating coping strategies in the female college
population. As such, it was hoped that this instrument would be helpful in assisting
college counseling centers by guiding treatment planning for women who present with
complaints of anxiety, depression, adjustment difficulties, or negative consequences from
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substance abuse. Based upon results of this study, it appears that the CATS could be a
valid instrument for such use.
However, given these results, one problematic issue that should be addressed in
future studies is the lack of a social anxiety measure as a validity check. Future studies
should include an anxiety measure to test for convergent validity. One of the interesting
highlights regarding the validation of the CATS was the apparent beliefs construct
underlying the final items. In light of this information it would also be prudent to
consider further validity and construct testing of the CATS using an instrument that
would measure AOD expectancies. One other interesting factor that bears mentioning
regarding future studies was the high correlation between the CATS and social
desirability questions. Considering the question of validity regarding participant
responses in this study, it would be wise to implement future studies to explain this
phenomenon and to determine what such a correlation might indicate about the CATS.
Implications for Theory, Practice and Future Research
Results from this study point to several interesting findings. First, although items
were written with the purpose of identifying women’s AOD use to cope with historical
stressors, construct validity with the TEQ failed to determine the sensitivity of the CATS
to detect women's AOD use to cope with historical stressors. Second, results indicated
that CATS-T (Trauma Thoughts and AOD Behaviors) might have some ability to detect
group differences based upon historical stressors and AOD behaviors. Finally, it also
appears that through CATS-A (Social Facilitation and AOD Beliefs) the CATS might
have the capability to measure college women’s belief in the efficacy of AOD as a coping
strategy for symptoms of social anxiety—a daily stressor. While findings indicate that the
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CATS did not tap into differences based upon group membership, further analysis based
upon the individual factors that make up the CATS indicate that the CATS did to some
extent, tap into the hypothesized construct: AOD use to cope with historical stressors and
daily stressors. More specifically, based upon this data it appears that beliefs in the
efficacy of AOD to moderate symptoms of social anxiety is one of the strongest indicator
of substance use in this sample of college women. Therefore, CATS-A (Social
Facilitation and AOD Beliefs) might be appropriately used as a quick screen to measure
AOD beliefs, while CATS-T (trauma Thoughts and AOD Behaviors) may shed light on
actual AOD behaviors in response to historical stressors.
In light of research taking place over the past 10 years, it could be surmised that
approximately 25 percent of young women entering college today present with
psychological issues resulting from historical stressors (Corbin, et al., 2001; Gutierrez,
Thakkar, & Kuczen, 2000; Sandberg, Matorin, & Lynn, 1999; Cross & McCanne, 2001).
Long-term psychological effects of historical stressors often present as depression,
anxiety, and relationship difficulties. At this time, it seems prudent to mention a recent
issue facing counselors and psychologists across our country. Even more urgency will be
the need placed upon university and college counseling centers to meet the need of
former college students, now reservists, returning from Iraq and Afganastan. These recent
upheavals in the Middle East have resulted in an increasing number of reservists
returning from combat to their previous lives. Today’s military no longer makes strong
gender distinctions with regard to duties and job assignment. This has led to an
insurgence of young college women returning stateside who have been placed in a unique
position. At this time our military health services are both unequipped and unfamiliar
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with issues specific to women in combat, not to mention the increasing numbers of
women returning who report Military Sexual Trauma (MST). The ability to work through
the fallout from these problems may be inhibited through AOD use in an attempt to cope
with such emotional issues. Furthermore, AOD use as a coping strategy may exacerbate
any existing psychological difficulties, thus creating a vicious cycle of distress and AOD
use. At a time when young women are striving to form an adult identity, trying to fit in
with peers, and exploring or crystallizing a work identity, such difficulties can impede
this developmental progress. It seems prudent therefore, that early interventions be
strategically created to halt the often emotionally draining and sometimes destructive
behaviors that occur among this population.
Due to the ease of administering the CATS and its’ ability to pick up on AOD use
behaviors and beliefs, the CATS could become an effective tool for use in early
interventions among college women. As it only contains nine items, the CATS could be
quickly administered and easily scored by instructors who are teaching introductory
classes, such as “Introduction to College Life.” Results could then be shared with the
class. This approach would allow for psychoeducation to counter such beliefs.
Although the CATS was developed as a brief screening instrument to be utilized
in university and college counseling centers, it also could prove useful in the private
sector. In such settings the CATS could be handed out with initial paperwork and would
give a quick measure of AOD use as a coping strategy. Utilized in this manner
practitioners would have the advantage of a quick look into the possible layers of
problems that lie beneath surface complaints (such as symptoms of depression or
anxiety.) Such an instrument might also prove useful to medical doctors who often are
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placed in a situation to make quick diagnosis with patients who are not seeing mental
health professionals. In such a situation the CATS could be used to detect the possible
need for further referrals to a mental health specialist for counseling.
Continued research of the CATS is recommended, in an effort to review statistical
procedures and results utilized in this study. Results from this study do point to the utility
of the CATS as a brief screening instrument that has shown to be valid in detecting group
differences, both based upon problematic drinking patterns, as well as group membership
related to historical trauma. Such indications point to the utility of the CATS to act as an
early screen, and therefore warrant further studies into the psychometric properties of the
CATS to determine the effectiveness of such a measure in the general population.
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APPENDIX A
DEMOGRAPHICS QUESTIONNAIRE
Age: ___ Year in college:___ Freshman ___Sophomore___ Junior___ Senior
Ethnicity:___African American___American Indian___Asian___ Caucasian
___Hispanic/Latino___Pacific Islander___Two or more race groups
I have used alcohol: Y es_____N o _____

Age at first use_______

I have used “recreational drugs” (e.g. marijuana, meth, speed, ecstasy, Ritalin, etc,):
Yes_____N o _____ Age at first u se______
Please check all the different types of recreational drugs you use/have used:
____marijuana ____cocaine _____ecstasy (or other club drugs)____meth/crystal/crack
____prescription drugs (not prescribed for you)_____other (list:__________________ )
If you have used recreational drugs (other than alcohol), what is your drug of choice?

For the following, please check all that apply:
A member of my family does or has had a problem with alcohol/other drug use:
Father_____Mother_____ Brother/Sister_____ Grandparent______
Aunt/Uncle_____Other_____ (please specify)________________________________
Have you ever been diagnosed with:
Depression____yes _____ no Anxiety (including panic attacks)____yes____no
Please circle the response that best matches your financial concerns:
During my college years, making financial ends meet has been a significant concern.
1
2
3
4
5
strongly disagree
strongly agree
From the time I started college I have had enough financial resources to live comfortably
and without worry.
1
2
3
4
5
strongly disagree
strongly agree
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APPENDIX B
INFORMED CONSENT
(Paper and Pencil Version)
My name is Patricia Hunter, and I am a doctoral student in the Department of CounselingCounseling Psychology at the University of North Dakota. This study is being done for my
dissertation, in order to fulfill partial requirements of graduation. For any questions regarding the
information included within the consent form, please feel free to contact any of the contact people
listed at the end of this form. This study will take approximately 40-60 minutes to complete and
you will be given either 1 hour of extra credit for the participating psychology class of your
choice or a bottle of water, depending upon administration location.
The purpose of this research is to examine the association between a history of stressful life
events and the use of alcohol or recreational drugs as a coping strategy. If you choose to
participate, you will be asked to complete a demographics form that asks about drinking patterns,
the drinking patterns of your first-degree relatives, and some personal experiences you may have
encountered while growing up. In addition, you will be asked to complete several survey
instruments. The first instrument is an assessment of your drinking patterns. The second
assessment looks at histories of traumatic life experiences. As we are comparing women who
report traumatic life events to women who have not experienced traumatic life events, you do not
have to positively endorse any of these events to be included in this study. Please be careful in
completing this survey and just answer to the best of your recollection.
With your help, it is the hope of this researcher that we will be better able to understand what
factors may mediate women's use of chemicals in the face of stressful life events. It is expected
that the primary benefit resulting from this study will be a better understanding of the impact that
stressful life events may have on women's pattern of drinking and/or drug use. On a more
personal note, it is also possible that you will come away from this study with added insight into
your own coping strategies, that you may be able to utilize in the future.
As with any self-report assessment, there is a chance for emotional discomfort or distress (e.g.
thinking about a history of stressful life events may reproduce memories that you have
previously forgotten). Due to this, you will be given the opportunity to withdraw from the study
at any time. If you have any concerns or start to feel uncomfortable, please feel free to come and
speak to one of the researchers, and she/he will assist in giving you an appropriate referral to a
mental health professional. After you have completed the forms you will be given a debriefing
form, which includes a list of mental health professionals at UND or in the community, whom
you can speak with in case of any adverse emotional reactions. Please feel free to ask any other
questions that you might have at this time.
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In order to maintain confidentiality, your name will not be included on any of the forms that you
complete. In further effort to maintain confidentiality, there will be a number at the top of your
survey packet. Please sign the informed consent with this number. This will act as your consent to
participate in this study. The informed consent containing your participant number as signature,
will be kept in a locked cabinet in room 326 of the Department of Counseling, Montgomery Hall.
The demographic form and survey packet will be kept in a separate locked cabinet from the
informed consent in the Department of Counseling for three years, after which time they will be
shredded. Only I, (Patricia Hunter), my advisor (Dr. David Whitcomb), and the members of the
Institutional Review Board (Office of Research and Program Development) will have access to
these documents.
Your participation in this study is strictly voluntary, and you are able to withdraw at any time you
might so desire. Participants have the right to withdraw consent and discontinue participation in
the research project without prejudice or consequence.
Participants will be given a copy of the consent form for personal records and will also have the
option, if they so choose, to contact any of those listed at the end of this consent form if they
would like information regarding the outcome of this research project.
If you have any questions regarding this research study please call any of the following:
Principle Investigator, Patricia Hunter at 780-0949
Dr. David Whitcomb (faculty advisor) in the Department of Counseling at 777-3738 Office of
Research Development and Compliance at 777-4279.
**********************************************************

Voluntary Consent:
1. I have read the information above and have freely volunteered to participate in
this study.
2. I understand that all aspects of this project will be carried out in the strictest of
confidence and in a manner in which my rights as a human subject are protected.
3. I have been informed in advance as to what my task(s) will be and what
procedures will be followed.
4. I have been given the opportunity to ask questions, and have had my questions
answered to my satisfaction.
5. I am aware that I have the right to withdraw consent and discontinue
participation at any time without prejudice or consequence.
6. If I decide not to participate in this research project my performance and/or
grade in any course associated with this project will not be affected.
7.

My signature, in the form o f a coded identification number below, may be taken
as affirmation o f all o f the above, prior to participation.

Participant Code Number

Date
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E-Mail Advertisement
(On-line version)
My name is Patricia Hunter and I am a doctoral student in the Department of Counseling-Counseling Psychology at the University of North Dakota. The purpose of this research
is to examine the association between a history of stressful life events and later use of
substances as a coping strategy. In total, this survey will take approximately 15-20
minutes to complete. You do not have to positively endorse any historical stressor
to be eligible to complete this survey. Similarly, a history of substance use is not
required to participate. If you do decide to participate, you will be eligible for a
drawing for the following cash prizes: 1st draw = $25, 2nd draw = $20, 3rd draw = $15;
to be awarded upon completion of this study (expected date August 2006).
If you have any questions regarding any part of this study in general, please feel free to
contact me at: htrishaiane@aol.com . To begin this survey click on the hyperlink below.
Upon entering the “Psych Data” screen, note the box to the right side of the screen asking
for “survey number,” and type in 118754. This will take you to the “Informed consent”
to begin the survey.
Survey hyperlink: http://www.psvchdata.com/s.asp?SID=l 18754
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Informed Consent
(On-line version)
My name is Patricia Hunter and I am a doctoral student in the Department of Counseling-Counseling Psychology at the University of North Dakota. This study is being done for
my dissertation, to fulfill graduation requirements. If you have any questions regarding
this consent form or this study in general, please feel free to contact myself (Patricia
Hunter 218-791-7097 or e-mail: htrishaiane@aol.com ), or any of the people/departments
listed at the end of this consent form.
The purpose of this research is to examine the associate between a history of stressful life
events and later use of substances as a coping strategy. If you choose to participate, you
will complete a brief demographics form and several survey instruments. Some of the
questions addressed in these instruments cover topics such as: personal drinking patterns,
history of stressful/or in some instances traumatic life events, and personal coping styles.
In total, this survey has taken approximately 20-30 minutes to complete. As I will be
comparing groups of women who have experienced historical stressors to women who
have not, you do not have to positively endorse any historical stressor to be eligible to
complete this survey. Similarly for substance use patterns, a history of substance use is
not required to participate. If you do decide to participate, you will be eligible for a
drawing for the following cash prizes: 1st draw = $25, 2nd draw = $20, 3rd draw = $15;
to be awarded upon completion of this study (expected date August 2006).
With your help, it is my hope to better understand which factors may mediate women's
use of substances to cope with stressful life events. On a more personal note, it is also
possible that you will come away from taking this survey with a better understanding of
your own coping style and possibly some insight into new strategies that you might
utilize in the future.
As with any self-report assessment, there is a chance for emotional discomfort or distress
from thinking about past stressors. Please remember, your participation in strictly
voluntary and you are able to withdraw from this study at any time, without prejudice or
consequence. If you do feel a sense of discomfort regarding any issues from this survey,
please contact one of the professional counselors or counseling agencies listed at the end
of this survey (please see list of agencies identified for your geographic region).
In order to maintain confidentiality, your name will not be included on any part of this
survey. Your participation in this survey will be considered your voluntary consent. To
further maintain your confidentiality, all data from this survey will be encrypted and then
downloaded to a disk that will be kept in a locked file cabinet in the Department of
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Counseling, Rm 326 Montgomery Hall, UND. At the end of three years this information
will be appropriately disintegrated. The only individuals who will have access to this
information are myself (Patricia Hunter), my advisor (Dr. David H. Whitcomb), and the
members of the IRB (Office of Research Development and Compliance) at UND.
If you have any questions regarding this study, please feel free to contact one of the
above contacts:

Patricia J. Hunter (HTrishaJane@aol.com or (218)791-7097)
Dr. David H. Whitcomb (david whitcomb@und.nodak.edu or (701)777-3738)
Office of Research Development and Compliance (701)777-4279.
Voluntary Consent:

. I have read the information above and have freely volunteered to participate in this
study.
2 . I understand that all aspects of this project will be carried out in the strictest
confidentiality and in a manner in which my rights as a participant are protected.
3. I have been informed in advance (through informed consent and/or verbal
introduction) as to what my tasks will be and what procedures will be followed.
4. I have been given the opportunity to ask questions (either in person or through e-mail
to on of the parties listed in paragraph # 1 ).
5. Iam aware that I have the right to withdraw consent and discontinue participation at
any time without prejudice or consequence.
6 . If I decide not to participate in this research project, my performance and/or grade in
any course associated with this project will not be affected.
1

By pressing the "submit" button below, you are indicating that you have been presented
with, and understand the information provided in this informed consent; and are
voluntarily consenting to participate in this study.
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APPENDIX C
KHAVARI ALCOHOL TEST
Please use the frequency scale (A-L) on the right to respond to questions 1-3. You may use a
letter more than once.
1. How often do you drink beer?

2. How often do you usually drink wine?

3. How often do you usually drink whisky or
liquor?______

A.
B.
C.
D.
E.
F.
G.
H.
I.
J.
K.
L.

Daily
3-4 times a week
Twice a week
Once a week
3-4 times a month
Twice a month
Once a month
3-4 times per year
Twice ayear
Once a year
Don’t drink anymore
I have never tried

4. Think of all of the times you consumed beer recently. When you drink beer, how much
do you usually drink each time in cans or glasses? ____ # of drinks
5. Think of all of the times you consumed wine recently. When you drink wine, how
much do you usually drink each time in cans or glasses? ____ # of drinks
6

. Think of all the times you consumed whisky/liquor recently. When you drink whisky or
liquor, how much do you usually drink each time in cans or glasses? ____ # of drinks

7. When you drink beer, what is the most you drink at one time?__# of drinks
8

. When you drink wine, what is the most you drink at one time?__# of drinks

9. When you drink whisky/liquor, what is the most you drink at one time?__# of drinks
Questions 10 - 12 apply to vour responses to Questions 7 - 9 above.
(Use the same A-L index as questions 1-3).
10. How often do you drink this amount of beer described just above (#7)?_______
11. How often do you drink this amount of wine described just above (#8 )? ______
12. How often do you drink this amount of whisky /liquor described above (#9)?____
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APPENDIX D
EVENT SCALE
TRAUMATIC EVENTS QUESTIONNAIRE
No Yes
1.
I------ ►

No

Have you been in or witnessed a serious industrial, farm, or car accident, or a
large fire or explosion?
a. How many times? Once □ twice □ three + □
b. How old were you at that time(s)? 1st__2nd_____ 3rd____
c. Were you injured?
Not at all
Severely
1 2 3 4 5 6 7
d. Did you feel your life was threatened?
Not at all
Severely
1 2 3 4 5
6 7
e. How traumatic was this for you at that time?
Not at all
Severely
1 2 3 4 5
6 7
f. How traumatic is this for you now?
Not at all
Severely
1 2 3 4 5
6 7
g. What was the event?________________

Yes

2. Have you been in or witnessed a serious industrial, farm, or car
I
accident, or a large fire or explosion?
I____a. How many times? Once □ twice o three + □
b. How old were you at that time(s)? Is*___2nd____ 3rd_
c. Were you injured?
Not at all
Severely
1 2 3 4 5 6 7
d. Did you feel your life was threatened?
Not at all
Severely
1 2 3
4 5 6
7
e. How traumatic was this for you at that time?
Not at all
Severely
1 2 3
4 5 6
7
f. How traumatic is this for you now?
Not at all
Severely
1 2 3
4 5 6
7
g. What was the event?________________

105

Juced with permission of the copyright owner. Further reproduction prohibited without permission.

No Yes

3.

+

No Yes
I
4.
[______

Have you been a victim o f a violent crime such as rape, robbery, or
assault?
a. How many times? Once □ twice a three + □
b. How old were you at that time(s)? 1st_2"d______ 3rd_____
c. Were you injured?
Not at all
Severely
1 2 3 4 5 6 7
d. Did you feel your life was threatened?
Not at all
Severely
1 2
3 4 5 6
7
e. How traumatic was this for you at that time?
Not at all
Severely
1 2
3 4 5 6
7
f. How traumatic is this for you now?
Not at all
Severely
1 2
3 4 5 6
7
g. What was the crim e?_________________

As

a child, were you the victim of either physical or sexual abuse?
a. How old were you when it began?______
b. How old were you when it ended?______
c. Were you injured?
Not at all
Severely
1 2 3 4 5 6 7
d. Did you feel your life was threatened?
Not at all
Severely
1 2 3 4 5
6 7
e. How traumatic was this for you at that time?
Not at all
Severely
1 2 3 4 5
6 7 '
f. How traumatic is this for you now?
Not at all
Severely
1 2 3 4 5
6 7 '
g. What was the assailant male or female? Male___Female___

h. Check (Y) all categories that describe the experience...
d

physical abuse

□ there was sexual penetration of the mouth, anus or vagina
□ there was no sexual penetration, but the assailant attempted
to force you to complete such an act
□ there was some other form of sexual contact e.g., touched
your sexual organs, or forced to touch assailant’s sexual organs
□ no sexual contact occurred, however, the assailant attempted to
touch your sexual organs, or make you touch his/her sexual
organs
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No Yes

As an adult, have you had any unwanted sexual experiences that involved the
threat or use of force?
__ a. How many times? Once □ twice □
three + □
b. How old were you at that time(s)? l sl_2nd______3rd____
c. Were you injured?
Not at all
Severely
1 2 3 4 5 6 7
d. Did you feel your life was threatened?
Not at all
Severely
1 2 3 4 5
6 7
e. How traumatic was this for you at that time?
Not at all
Severely
1 2 3 4 5
6 7
f. How traumatic is this for you now?
Not at all
Severely
6 7
1 2 3 4 5
g. What was the assailant male or female? Male___Female___
5.

h. Check (Y) all categories that describe the experience...
□ physical abuse
□ there was sexual penetration of the mouth, anus or vagina
□ there was no sexual penetration, but the assailant attempted
to force you to complete such an act
□ there was some other form of sexual contact e.g., touched
your sexual organs, or forced to touch assailant’s sexual organs
□ no sexual contact occurred, however, the assailant attempted to
touch your sexual organs, or make you touch his/her sexual
organs

No Yes
6.
|
[______

As an adult, have you ever been in a relationship in which you were abused either
physically or otherwise?
a. How old were you when it began?______
b. How old were you when it ended?______
c. Were you injured?
Not at all
Severely
1 2
3 4 5 6 7
d. Did you feel your life was threatened?
Not at all
Severely
1 2
3 4 5
6 7
e. How traumatic was this for you at that time?
Not at all
Severely
1 2
3 4 5
6 7
f. How traumatic is this for you now?
Not at all
Severely
1 2
3 4 5
6 7
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No Yes

7.

I______^

8.

Have you witnessed someone who was mutilated, seriously injured, or
violently killed?
a. How many times? Once □ twice □ three + □
b. How old were you at that time(s)? Is1___2nd____ 3rd____
c. Were you injured?
Not at all
Severely
1 2 3 4 5 6 7
d. Did you feel your life was threatened?
Not at all
Severely
1 2 3
4 5 6
7
e. How traumatic was this for you at that time?
Not at all
Severely
1 2 3
4 5 6
7
f. How traumatic is this for you now?
Not at all
Severely
1 2 3
4 5 6
7

Have you been in serous danger of losing your life or of being seriously injured?
a. How many times? Once □ twice □ three + □
b. How old were you at that time(s)? 1st___2nd____ 3rd____
c. Were you injured?
Not at all
Severely
1 2 3 4 5 6 7
d. Did you feel your life was threatened?
Not at all
Severely
1 2 3 4
5 6 7
e. How traumatic was this for you at that time?
Not at all
Severely
1 2 3 4
5 6 7
f. How traumatic is this for you now?
Not at all
Severely
1
2 3 4
5 6 7
g. What was the event?____________________________________

▼
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No Yes

No Yes

No Yes

Have you received news of the mutilation, serous inuury, or violent or unexpected
death of someone close to you?
a. How many times? Once □ twice □ three + a
b. How old were you at that time(s)? 1!1__2nd_____ 3rd____
c. Were you injured?
Not at all
Severely
1 2 3 4 5 6 7
d. Did you feel your life was threatened?
Not at all
Severely
1 2 3 4 5 6
7
e. How traumatic was this for you at that time?
Not at all
Severely
1 2 3 4 5 6
7
f. How traumatic is this for you now?
Not at all
Severely
1 2 3 4 5 6
7

10. Have you ever had any other very traumatic event like these?
a. How many times? Once □ twice □ three + □
„
b. How old were you at that time(s)? Is' ___2Dd____ 3rd
c. Were you injured?
Not at all
Severely
1 2 3 4 5 6 7
d. Did you feel your life was threatened?
Not at all
Severely
1 2 3 4 5 6 7
e. How traumatic was this for you at that time?
Not at all
Severely
1 2 3 4 5 6 7
f. How traumatic is this for you now?
Not at all
Severely
1 2 3
4 5 6 7
g. What was the event?___________________________

11. Have you had any experiences like these that you feel you can’t tell about?
(note: you don’t have to describe the event.)
„
a. How many times? Once □ twice □ three + □
b. How old were you at that time(s)? 1st___2nd____ 3rd____
c. Were you injured?
Not at all
Severely
1 2 3 4 5 6 7
d. Did you feel your life was threatened?
Not at all
Severely
1 2
3 4 5 6 7
e. How traumatic was this for you at that time?
Not at all
Severely
1 2
3 4 5 6 7
f. How traumatic is this for you now?
Not at all
Severely
1 2
3 4 5 6 7
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APPENDIX E
MICHIGAN ALCOHOL SCREENING TEST (MAST)-REVISED
Please circle either YES or NO.
1. Do you feel you are a normal drinker? ("normal" -drink as much or less than most
other people) YES
NO
2. Have you ever awakened the morning after some drinking the night before and found
that you could not remember a part of the evening? YES
NO
3. Does any near relative or close friend ever worry or complain about your drinking?
YES
NO
4. Can you stop drinking without difficulty after one or two drinks? YES
5. Do you ever feel guilty about your drinking?

YES

NO

NO

6. Have you ever attended a meeting of Alcoholics Anonymous (AA)? YES
7. Have you ever gotten into physical fights when drinking? YES

NO

NO

8. Has drinking ever created problems between you and a near relative or close friend?
YES
NO
9. Has a family member or close friend gone to anyone for help about your drinking?
YES NO
10. Have you ever lost friends because of your drinking?

YES

NO

11. Have you ever gotten into trouble at work because of drinking? YES

NO

12. Have you ever lost a job because of drinking? YES NO
13. Have you ever neglected your obligations, your family, or your work for two or more
days in a row because you were drinking? YES
NO
14. Do you drink before noon fairly often? YES

NO

15. Have you ever been told you have liver trouble such as cirrhosis? YES

NO

16. After heavy drinking have you ever had delirium tremens (DT’s), severe shaking,
visual or auditory (hearing) hallucinations? YES NO
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17. Have you ever gone to anyone for help about your drinking? YES

NO

18. Have you ever been hospitalized because of drinking? YES NO
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APPENDIX F
COPING, ALCOHOL/DRUGS, AND TRAUMA SCALE (CATS)
Instructions:
Please use the following scale to answer each statement as it best describes your
typical behavior in each of the following situations.
x ---------- x ------------X ----------X ----------- X --------- X

0
Never

1

2

3

Rarely

4
Sometimes

5
Often

have used recreational drugs and/or alcohol to help me forget about the distressing
events (thoughts/memories of a stressful or traumatic incident).

1 .1

x ----------- x ----------- X ---------- X ----------- X -------- X

0
1
2
3
4
5
Never
Rarely
Sometimes
Often
2 . I use alcohol and/or recreational drugs to help me forget about daily stressors (tests,
fight with my boyfriend/parents, class assignments).
x ----------- x --- ------- X ---------- X ----------- X -------- X

0
Never

1

2

3
4
Sometimes

Rarely

5
Often

3 .1 have used alcohol or other drugs to help me forget about a distressing event(s) from
my past.
x ----------- X ----------- X ----------X ----------- X -------- X

0
Never

2

1

3
4
Sometimes

Rarely

5
Often

4. Alcohol and/or recreational drugs help when I want to forget my stress.
x ----------- X ----------- X ----------X ----------- X -------- X

0
Never

1

2

3
4
Sometimes

Rarely

5
Often

5. Alcohol and/or recreational drugs help when I want to forget distressing memories.
x ----------- X ----------- X ----------X ----------- X -------- X

0
Never

1

2

3

Rarely

4
Sometimes

5
Often
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6 . 1

have learned that alcohol and/or recreational drugs help make my mood better.
x ----------- X ----------- X ---------- X ----------- X -------- X

0
Never

1

2

3

Rarely

4
Sometimes

5
Often

7. Drinking helps prevent my nightmares so that I can sleep.
X ................ X ------------X ---------- X ----------- X -------- X

0
Never
8

2

1

3

Rarely

4
Sometimes

5
Often

. If I am worried/stressed, alcohol or other drugs can usually help me cope.
x ----------- X ---- ----— X ---------- X ----------- X ---------X

0
Never

1

2

3

Rarely

4
Sometimes

5
Often

9. If I am worried/stressed, alcohol or other drugs can usually help me to relax.
x ------------ x .............. X ----------- X -----------X -------- X

0
Never

1

2

3

4
Sometimes

Rarely

5
Often

10. If I am feeling down, drinking helps cheer me up.
X~.......-— X ------------ X ----------X ----------- X ---------X

0
Never

1

2

3

Rarely

4
Sometimes

5
Often

11.1 have used recreational drugs to cheer up when I’ve been in a “down” mood.
x ----------- x ----------- X ----------X ----------- X ---------X

0
Never

1

2

3

Rarely

4
Sometimes

5
Often

12. Drinking helps me to relax when I feel tense.
X ----------- X ----------- X ----------X ----------- X ---------X

0
Never

1

2

3

Rarely

4
Sometimes

5
Often

13.1 have used alcohol or recreational drugs to help me relax.
x ------------X ----------- X ----------X -----------X ---------X

0
Never

2

1

3

Rarely

4
Sometimes

5
Often
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14.1 find it easier to sleep when I've had a couple of drinks.
x ----------- X ------------X --------- X ----------- X --------- X

0
Never

1

2

3

Rarely

4
Sometimes

5
Often

15.1 have used some type of recreational drug (not prescribed for me) to help me sleep
better.
x ----------- X ------------X --------- X ----------- X --------- X

0
Never

1

2

3

Rarely

4
Sometimes

5
Often

16. Using alcohol or other recreational drugs helps me to worry less.
x ------------X ------------X --------- X ----------- X --------- X

0
Never

1

2

3

Rarely

4

5
Often

Sometimes

17. When I'm stressed out, I usually feel happier after a couple of drinks.

x ----------- X ----------- X ---------- X ----------- X -------- X

0
Never

1

2

3
4
Sometimes

Rarely

5
Often

18.1 have used some type of recreational drug to feel better when I'm stressed out.
x ----------- X ----------- X ---------- X ----------- X -------- X

0
Never

1

2

3
4
Sometimes

Rarely

5
Often

19. Alcohol and/or recreational drugs help take away my feelings of isolation and
loneliness.
x ----------- x ----------- X ---------- X ----------- X -------- X

0
Never

1

2

3
4
Sometimes

Rarely

5
Often

have used alcohol and/or other drugs to help take away the anger when thinking
about a distressing situation.

2 0 .1

x ----------- X ----------- X ---------- X ----------- X -------- X

0
Never

1

2

3
4
Sometimes

Rarely

5
Often
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21. It is easier to forget the bad feelings when I drink and/or use recreational drugs.
x ---------- X ------------ X ----------X ----------- X ---------X

0
Never

1

2

3

Rarely

4
Sometimes

5
Often

22. Using alcohol and/or recreational drugs is like giving myself permission to forget my
problems.
x ---------- x ------------ X ----------X ----------- X ---------X

0
Never

1

2

3

Rarely

4
Sometimes

5
Often

2 3 .1 find it easier to go places that hold bad memories for me if I use drugs or alcohol.
x ---------- x ------------ X ----------X ----------- X ---------X

0
Never

2

1

3

Rarely

4
Sometimes

5
Often

2 4 .1 have used alcohol and/or recreational drug to feel less sexually inhibited.
X ...............X — ........ — X ---------- X ----------- X ---------X

0
Never

2

1

3

Rarely

4
Sometimes

5
Often

2 5 .1 have used drugs/alcohol to help keep away intrusive thoughts of something bad that
has happened to me/I have seen.
x ----------- X ........ .......X ---------- X ----------- X -------- X

0
Never

2

1

3

Rarely

4
Sometimes

5
Often

2 6.1 cannot talk about the bad things that I have seen/have happened to me, unless I
have alcohol/drugs.
x ----------- X ------------ X ----------X ----------- x ............X

0
Never

1

2

3

Rarely

4
Sometimes

5
Often

27. The only time I can be around people/places/conversations that remind me of the bad
things I have seen/have happened to me, is when I have had some alcohol/drugs.
x ----------- X ------------ X ----------X ----------- X -------- X

0
Never

1

2

3
4
Sometimes

Rarely

5
Often
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2 8 .1 use alcohol/drugs to help me feel more comfortable in social situations.
x ---------- X ------------ X ----------X -----------X --------- X

0
Never

1

2

3

4
Sometimes

Rarely

5
Often

Please answer the next two questions either True or False
29. I am always a good listener. T

F

30. I am always willing to admit my mistakes. T

F

In the following section, please mark the response that closest matches what you
believe about the following statements.
31. It's easier for me to feel close to someone after a few drinks or when I use some other
drug.
x ----------- x ------------ X --------- X -----------X --------- X

0
Never

1

2

3

Rarely

4
Sometimes

5
Often

32. Drinking and/or using a recreational drug helps me to feel more confident in social
situations.
x ----------- x ------------ X ----------X -----------X --------- X

0
Never

1

2

3

Rarely

4
Sometimes

5
Often

3 3 .1 have found that alcohol and/or other drugs help take away my feelings inferiority.
x ----------- X ------------ X ----------X -----------X ---------X

0
Never

1

2

3

Rarely

4
Sometimes

5
Often

3 4 .1 can relax better in social situations when I am drinking or have taken some other
drug.
x ----------- x ------------ X ----------X -----------X ---------X

0
Never

1

2

3

Rarely

4
Sometimes

5
Often
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35. Drinking has helped me to feel less sexually inhibited.
x ----------- X ---------- X ---------- X ------------X --------- X

0
Never

1

2

3

Rarely

4
Sometimes

5
Often

3 6 .1 enjoy sex more if I have a few drinks and/or take recreational drugs.
x ------------x ---------- X ---------- X ------------X --------- X

0
Never

1

2

3

4
Sometimes

Rarely

5
Often

3 7 .1 find it easier to get close to other people when I am drinking/using other drugs.
x ------------X ---------- X ---------- X ------------X --------- X

0
Never

1

2

3

4
Sometimes

Rarely

5
Often

38. Alcohol/drugs can help me feel less "jumpy" or "jittery."
X-..............-X---------- X-....... ..... X ----------- X --------- X

0
Never

1

2

3

4
Sometimes

Rarely

5
Often

39. Using alcohol/drugs helps me feel less irritable.
x ------------x ---------- X ---------- X ------------X --------- X

0
Never

1

2

3

4
Sometimes

Rarely

5
Often

40. Using alcohol/drugs helps me feel less irritable.

x

x ------------ ---------- X ---------- X ------------X --------- X

0
Never

1

2

3

Rarely

4
Sometimes

5
Often

41. Alcohol/drugs have helped me to escape from intrusive thoughts of something bad
that has happened to me/that I have seen.
x ---------- x ------------ X ---

0
Never

1

2

x ---------- x ---------X

3

Rarely

4
Sometimes

5
Often
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42. Using alcohol/drugs makes it easier for me to be around people/places/conversations
that remind me of bad things that I have seen/that have happened to me.
x ----------- x ---------- X ---------- X ------------X -------- X

0
Never

1

2

3

Rarely

4
Sometimes

5
Often

4 3 .1 cannot handle social situations unless I drink or use other drugs.
x ----------- x ---------- X ---------- X ------------ X -------- X

0
Never

1

2

3

Rarely

4
Sometimes

5
Often

44. Using alcohol/drugs makes it tolerable to be in large crowds.
x ----------- X ---------- X ---------- X ------------X -------- X

0
Never

1

2

3

Rarely

4
Sometimes

5
Often

Please answer the next two questions Yes or No
45. Are there time when you have been discourteous to someone-even when they have
not deserved it? Y N
46. are you sometimes irritated when others ask a favor of you? Y N
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APPENDIX G
9-ITEM CATS
Please circle the response that best fits your typical behaviors.

1.

Alcohol or recreational drugs help when I want to forget distressing memories.
Never

2.

Sometimes

Often

Rarely

Sometimes

Often

Rarely

Sometimes

Often

Rarely

Sometimes

Often

Rarely

Sometimes

Often

Drinking or using a recreational drug helps me to feel more confident in social
situations.
Never

9.

Rarely

It is easier for me to feel close to someone after a few drinks or when I use some
type of drug.
Never

8.

Often

I can relax better in social situations when I am drinking or have taken some
type of recreational drug.
Never

7.

Sometimes

I have used drugs or alcohol to help keep away intrusive/repetitive thoughts of
something bad that has happened to me.
Never

6.

Rarely

I have used alcohol and/or recreational drugs to help me forget about a
distressing event from my past.
Never

5.

Often

I have used alcohol or drugs to take away the anger when thinking about a
distressing situation.
Never

4.

Sometimes

I have used recreational drugs and/or alcohol to help me forget about distressing
events from my past (thoughts or memories of stressful or traumatic events).
Never

3.

Rarely

Rarely

Sometimes

Often

I find it easier to get close to other people when I am drinking or have taken
some type of recreational drug.
Never

Rarely

Sometimes
119

Often

iuced with permission of the copyright owner. Further reproduction prohibited without permission.

APPENDIX H
COPING RESPONSES INVENTORY (CRI)

C R I-A D C IL T F O R M
Item Booklet
R udolf H. Moos, Ph.D.

D irections:

r

On the accompanying answer sheet, please fill in your name, today’s date, and your
sex, age, marital status, ethnic group, and education (number, of years completed).
Please made all your answers on the answer sheet Do not write in this booklet.

Psychological Assessment Resources, Inc. • 16204 N. FloridaAvenue• Lutz, FL33549 •1.800331.8378 •www.parinc.com
C o p y r ig h t © 1 9 9 3 b y P s y c h o lo g ic a l A s s e s s m e n t R e s o u r c e s . A H r ig h t s r e s e r v e d . M a y n o t b e r e p r o d u c e d in w h o le o r i n p a r t in a n y f o r m o r b y a n y
m e a n s w it h o u t w r it t e n p e r m is s io n o f P s y c h o lo g ic a l A s s e s s m e n t R e s o u r c e s , I n c . T h is f o r m ia p r in t e d i n b lu e in k o n w h it e p a p e r . A n y o t h e r
v e r s io n is u n a u t h o r iz e d .
3

R e o rd e r JR O -2 3 2 7

P r in t e d i n t h e

U S.A.
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Part 1
This booklet contains questions a bout how you m anage im portant problem s that com e
up in your life. Please think about the m ost important problem or stressful situation you
have experienced in the last 12 m onths (for example, troubles with a relative or friend,
the illness or death of a relative o r friend, a n accident or illness, financial or work prob
lem s). Briefly describe the problem In the space provided in Part 1 of the answer s h e e t If
you have n ot experienced a m ajor problem, list a minor problem th a t you have had to
deal with. Then answer each of th e 10 questions about the problem o r situation (listed
below and again on the answer sheet) by circling the appropriate response:
CircIe“DN” if your response is DEFINITELY NO.

|Qd n )

Circle "MN* if your response Is MAINLY NO.

fD N H

mn

M Y D Yl X

w

M Y DY[ 1

Circle “MY” if your response is MAINLY YES.

|D N M N

Circle *DY” if your response is DEFINITELY YES.

j DN MN M Y ( d y } ^

1.

Have you ever faced a problem like this before?

2.

Did you know this problem w as going to occur?

3.

Did you have enough tim e to get ready to handle this problem?

4.

W hen this problem occurred, did you think of it as a threat?

5.

W hen this problem occurred, did you think of it as a challenge?

6.

W as this problem caused by som ething you did?

7.

W as tills problem caused by som ething som eone else did?

8.

Did anything good com e o u t of dealing with this problem?-

9.

Has this problem o r situation been resolved?

dy]

S

I

10.

If the problem has been worked out, did it turn out all right for you?
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P art 2
Read each item carefully and Indicate how often you engaged in that behavior in connec
tion with the problem you described in Part 1. Circle the appropriate response o n the
answer sheet:
Circle “N ” if your response is NO, Not a t all.
Circle ‘O ’ if your response is YES, O n ce or Twice.
Circle “S ” if your response is YES, Som etim es.
Circle “F" if your response is YES, Fairly often.
The re are 48 item s In Part 2. Remember to m ark all your answers on the answer s h e e t
Please answer each item as accurately as you can. All your answers are strictly confiden
tial. If you do n ot wish to answer an item, please circle the num ber of that item o n the
answer sheet to indicate that you have decided to skip i t If a n item does n ot apply to you,
please write NA (Mot Applicable) in the box to the right of the number for that item. If you
wish to change an answer, m ake an X through your original answer and circle the new
answer. Mote th at answers are num bered across In rows on Part 2 of the answer s h e e t .
1.

Did you think of different ways to deal with th e problem?

2.

Did you tell yourself things to m ake yourself feel better?

3.

Did you talk with your spouse or other relative about the problem?

4.

Did you m ake a plan o f action and follow it?

5.

Did you try to forget the whole thing?

6.

Did you feel that tim e would m ake a difference—that the only thing to do w as wait?

7.

Did you try to help others deal with a similar problem ?

8.

Did you take It out on other people w hen you felt angry or depressed?

9.

Did you try to step back from the situation and be m ore objective?

10.

Did you remind yourself how m uch worse things could be?

11.

Did you talk with a friend about the problem ?

12.

Did you know what had to be done a n d try hard to m ake things work?

13.

Did you try not to think about the problem ?

14.

Did you realize that you had no control over th e problem?

15.

Did you g et involved in new activities?

16.

Did you take a chance and do som ething risky?

17.

Did you go over in your m ind what you would say or do?

18.

Did you try to see the good side of the situation?

19.

Did you talk with a professional person (e.g., doctor, lawyer, clergy)?

20.

Did you decide what you wanted and try hard to get it?
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21.

Did you daydream or Imagine a better time or place than the one you were in? .

22.

Did you think that the outcome would be decided by fate?

23.

Did you try to make new friends?

24.

Did you keep away from people in general?

25.

Did you try to anticipate how things would turn out?

26.

Did you think about how you were much better off than other people with similar
problems?

27.

Did you seek help from persons or groups with the sam e type of problem?

28.

Did you try a t least two different ways to solve the problem?

29.

Did you try to put off thinking about the situation, even though you knew you
would have to at som e point?

30.

Did you accept it; nothing could be done?

31.

Did you read more often as a source of enjoyment?

32.

Did you yell or shout to let off steam?

33.

Did you try to fin'd some personal meaning in the situation?

34.

Did you try to tell yourself that things would get better?

35.

Did you try to find out more about the situation?

36.

Did you .try to learn to do more things on your own?

37.

Did you wish the problem would go away or somehow be over with?

38.

Did you expect the worst possible outcome?

39.

Did you spend more time in recreational activities?

40.

Did you cry to let your feelings out?

41.

Did you try to anticipate the new demands that would be placed on you?

42

Did you think about how this event could change your life in a positive way?

43.

Did you pray for guidance and/or strength?

44.

Did you take things a day a t a time, one step at a time?

45.

Did you try to deny how serious the problem really was?

46.

Did you lose hope that things would ever be the same?

47.

Did you turn to work or other activities to help you manage things?

48.

Did you do something that you didn’t think would work, but at least you were doing
something?
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APPENDIX I
DEBRIEFING INFORMATION
At one time or another we all have reactions to stressful situations. Sometimes it is
possible to experience stress related to recalling a previous stressful or traumatic
situation. If you find that you are experiencing any stress related to memories like this,
please contact someone who can discuss this with you.
The following is a list of professionals who are trained to work with individuals who
experience just such a situation:
UND Counseling Clinic
Located downtown in NEHSC
Wednesday and Thursday evenings (5-8pm)
(701) 777-3745
UND Psychological Service Center
Located in Montgomery Hall
Open M-F
(701) 777-3691
UND Counseling Center
(701)777-2127

Fees are either free to students or based on a minimal sliding fee.

124

iuced with permission of the copyright owner. Further reproduction prohibited without permission.

REFERENCES
Abbey, A., Zawacki, T., Buck, P. O., Clinton, A. M., & McAusian, P. (2001). Alcohol
and sexual assault. Alcohol Research and Health, 25(1), 43-52.
Adrian, M., (2003). How can Sociological Theory help our understanding of Addictions?
Substance Use and Misuse, 38(10), 1385-1423.
Alcoholics Anonymous (1976). Alcoholics Anonymous: The Story of Many Thousands
of Men and Women Have Recovered from Alcoholism (3rd ed.). New York:
Alcoholics Anonymous World Services.
American Psychiatric Association. (1994). Diagnostic and statistical manual o f mental
disorders (4th ed.). Washington, DC: Author.
American Psychological Association (2002). Ethical Principles of Psychologists and
Code of Ethics. Retrieved October 10, 2004, from
http://www.apa.org/ethics/code2002.html
American Psychological Association Public Interest (2002). Guidelines for
Psychotherapy with Lesbian, Gay, & Bisexual Clients. Retrieved June 13, 2002,
from http://www.apa.org/pi/lgbc/guidelines.html
American Psychological Association Public Interest (2000). Resolution on Poverty
and Socioeconomic Status. Retrieved June 13, 2002, from
http://www.apa.org/pi/urban/povres.html

125

Juced with permission of the copyright owner. Further reproduction prohibited without permission.

American Psychological Association Public Interest (2002). Resolutions Related to
Women’s Issues: Resolution on Substance Abuse by Pregnant Women. Retrieved
June 13, 2002, from http://www.apa.org/pi/wpores.html
Anshel, M. (1996). Coping styles among adolescent competitive athletes. Journal o f
Social Psychology, 136(3), 311-324.
Anshel, M. H., & Kaissidis, A. N. (1997). Coping style and situational appraisals as
predictors of coping strategies following stressful events in sport as a function of
gender and skill level. British Journal o f Psychology, 88(2), 263-277.
Banyard, V. L., Williams, L. M., & Siegel, J. A. (2001). The long-term mental health
consequences of child sexual abuse: An exploratory study of the impact of
multiple traumas in a sample of women. Journal o f Traumatic Stress, 14(4), 697715.
Barnes, G. M., Farrell, M. P., & Dintcheff, B. A. 1997). Family socialization effects on
alcohol abuse and related problem behaviors among female and male adolescents.
In R. W. Wilsnack & S. C. Wilsnack (Eds.), Gender and Alcohol: Individual and
Social Perspectives (pp. 156-175). New Brunswick, NJ: Rutgers Center of
Alcohol Studies.
Blalock, J. A. & Joiner, T. E. (2000). Interaction of cognitive avoidance coping and
stress in predicting depression/anxiety. Cognitive Therapy and Research, 24(1),
47-65.
Blasi, C. H. & Bjorklund, D. F. (2003). Evolutionary developmental psychology: A
new tool for better understanding human ontogeny [Electronic version] . Human
Development, 46(5), 259.
126

luced with permission of the copyright owner. Further reproduction prohibited without permission.

Blume, S. B. (1997). Women and alcohol: Issues in social policy. In R. W. Wilsnack & S.
.C. Wilsnack (Eds.), Gender and Alcohol: Individual and Social Perspectives
(pp. 462-489). New Brunswick, NJ: Rutgers Center of Alcohol Studies.
Breslin, F. C., Zack, M., & McMain, S. (2002). An information-processing analysis of
mindfulness: Implications for relapse prevention in the treatment of substance
abuse. Clinical Psychology: Science and Practice, 9(3), 275-299.
Burstow, B. (1992). Drinking problems. Radical Feminist Therapy: Working in the
Context o f Violence, (pp.224-234). Newbury Park, CA: Sage Publications.
Burstow, B. (1992). Working with adult survivors of childhood sexual abuse. Radical
Feminist Therapy: Working in the Context o f Violence, (pp.109-147). Newbury
Park, CA: Sage Publications.
Carey, K. B. & Correia, C. J. (1997) Drinking motives predict alcohol-related problems
in college students. Journal o f Studies on Alcohol, 58, 100-105.
Castro, R. J. & Foy, B. D. (2002). Harm reduction: A promising approach for college
health. Journal o f American College Health, 51(2), 89-92.
Cheng, A. T. A., Gau, S. F., Chen, T. H. H., Chang, J. C., & Chang, Y. T. (2004). A
4-year longitudinal study on risk factors for alcoholism. Archives o f
General Psychiatry, 61(2), 184-193.
Clark, D. B., Pollock, N., Buckstein, O. G., Mezzich, A. C., Bromberger, J. T., &
Donovan, J. E. (1997). Gender and comorbid psychopathology in adolescents
with alcohol dependence. Journal o f the American Academy o f Child and
Adolescent Psychiatry, 36(9), 1195-1203.

127

Juced with permission of the copyright owner. Further reproduction prohibited without permission.

Clark, D. B., Lesnick, L., & Hegedus, A. M. (1997). Traumas and other adverse life
events in adolescents with alcohol abuse and dependence [Electronic version].
Journal o f the American Academy o f Child and Adolescent Psychiatry, 36(1).
Retrieved January 17, 2002, from Infotrac Expanded Academic database.
Coffey, S. F., Dansky, B. S., & Brady, K. T. (2003). Exposure-Based, Trauma -Focused
Therapy for Comorbid Posttraumatic Stress Disorder—Substance Use Disorder.
In P. Ouimette & P. J. Brown, (Eds.) Trauma and Substance Abuse: Causes,
Consequences, and Treatment o f Comorbid Disorders, (pp. 127-146).
Washington, D.C.: American Psychological Association.
Cooper, M. L., Frone, M. R., Russel, M., & Peirce, R. S. (1997). Gender stress coping
and alcohol use. In R. W. Wilsnack & S. C. Wilsnack (Ed.), Gender and alcohol:
Individual and social perspectives (pp. 199-224). New Brunswick: NJ: Rutgers
Center of Alcohol Studies.
Corbin, W. R., Bemat, J. A., Calhoun, K. S., McNair, L. D., & Seals, K. L. (2001). The
Role of alcohol expectancies an alcohol consumption among sexual victimized
and nonvictimized college women. Journal o f Interpersonal Violence, 76(4), 297311.
Covington, S. S. & Surrey, J. L. (1997). The relational model of women’s psychological
development: Implications for substance abuse. In R. W. Wilsnack & S. C.
Wilsnack (Ed.), Gender and alcohol: Individual and social perspectives (pp. 335354). New Brunswick: NJ: Rutgers Center of Alcohol Studies.
Daughtry, D., & Paulk, D. L. (n. d.). Gender differences in depression-related coping
pattern. Unpublished manuscript, University of Nebraska at Lincoln.
128

iuced with permission of the copyright owner. Further reproduction prohibited without permission.

Davis, R. E. (1997). Trauma and addiction experiences of African American women.
Western Journal o f Nursing Research, 19(4), 442-466.
Denning, P. (2000). Practicing Harm Reduction Psychotherapy: An Alternative
Approach to Addictions. New York: Guilford Press.
Deykin, E. Y., & Buka, S. L. (1997). PTSD comorbid in many chemically dependent
adolescents [Electronic version]. American Journal o f Psychiatry. Retrieved
January 17, 2002, from Gale Group database.
Feamow-Kenny, M. D., Wyrick, D. L., Hansen, W. B., Dyreg, D., & Beau, D. B. (2001).
Normative beliefs, expectancies, and alcohol-related problems among college
students: Implications for theory and practice [Electronic version]. Journal o f
Alcohol and Drug Education, 47(1), 31.
Feerick, M. M. & Haugaard, J. J. (1999). Long-term effects of witnessing marital
violence for women: The contribution of childhood physical and sexual
abuse. Journal o f Family Violence, 14(4), 377-398.
Freeman, R. C., Collier, K. & Parillo, K. M., (2002). Early life sexual abuse as a risk
factor for crack cocaine use in a sample of community-recruited women at high
risk for illicit drug use. American Journal o f Drug and Alcohol Abuse, 28(1),
109-131.
Forrest, G. G. (1994). Patterns of alcohol consumption. Guidelines fo r responsible
drinking. Northvale, NJ: Jason Aronson.
Fromme, K., & Rivet, K. (1994). Young adults coping style as a predictor of their alcohol
use and response to daily events. Journal o f Youth and Adolescence, 23(1), 85-98.

129

Juced with permission of the copyright owner. Further reproduction prohibited without permission.

Gearhart, J. G., Beebe, D. K., Milhom, H. T., & Meeks, G. R. (1991). Alcoholism
in women [Electronic version]. American Family Physician, 44(3), 907-913.
Retrieved February 17, 2002 from Infotrac Expanded Academic database.
Giaconia, Reinherz, Paradis, & Stashwick (2003). Comorbidity of substance use
Disorders and posttraumatic stress disorder in adolescents. In P. Ouimette & P. J.
Brown (Eds.) Trauma and Substance Abuse: Causes, Consequences, and
Treatment o f Comorbid Disorder, (pp. 111-126). Washington, DC: American
Psychological Association.
Gnanadesikan, M., Novins, D. K., & Beals, J. (2005). The relationship of gender and
trauma characteristics to posttraumatic stress disorder in a community sample
of traumatized Northern Plains American Indian adolescents and young adults.
Journal o f Clinical Psychiatry, 66(9), 1176-1183.
Goldhaber, D. E. (2000). The mechanistic perspective. Theories o f human development:
Integrative perspectives (pp. 67-107). Mountain View, CA: Mayfield Publishing.
Goodhart, F. W., Lederman, L. C., Stewart, L. P., & Laitman, L. (2003). Binge
drinking:Not the word of choice. Journal o f American College Health, 52(1), 4446. Retrieved August 11, 2004, from Proquest Database.
Gutierrez, P. M., Thakkar, R. R., & Kuczen, C. (2000). Exploration of the relationship
between physical and/or sexual abuse, attitudes about life and death, and
suicidal ideation in young women. Death Studies, 24, 675-688.
Harm Reduction Therapy Center (2003). About Harm Reduction Therapy [Online],
http://www.harmreductiontherapv.org/about.html

130

luced with permission of the copyright owner. Further reproduction prohibited without permission.

Hesselbrock, M. N. & Hesselbrock, V. M. (1997). Gender, alcoholism, and psychiatric
comorbidity. In R. W. Wilsnack & S. C. Wilsnack (Ed.), Gender and alcohol:
Individual and social perspectives (pp. 199-224). New Brunswick: NJ: Rutgers
Center of Alcohol Studies.
Hill, S. Y. (1984). Vulnerability to the biomedical consequences of alcoholism and
Alcohol-related problems among women. In S. C. Wilsnack & L. J. Beckman
(Eds.), Alcohol Problems in Women: Antecedents, Consequences, and
Intervention, (pp. 121-154). New York, NY: Guilford Press.
Holahan, C. J., Moos, R. H., Holahan, C. K., Cronkite, R. C., & Randall, P. K. (2001).
Drinking to cope, emotional distress and alcohol use and abuse: A ten-year
model [Electronic version]. Journal o f Studies on Alcohol, 62( i2), 190-199.
Retrieved February 22, 2002 from Infotrac Health Reference Center database.
Jacob, T., Waterman, B., Heath, A., & True, W. (2003). Genetic and environmental
effects on offspring alcoholism: New insights using an offspring-of-twins
design. Archives o f General Psychiatry, <50(12), 1265-1273.
Kadden, R. M., Litt, M. D., Cooney, N. L., Kabela, E., & Getter, H. (2001). Prospective
matching of alcoholic clients to cognitive-behavioral or interactional group
therapy [Electronic version]. Journal o f Studies on Alcohol, 62(i3), 359-370.
Retrieved February 22, 2002 from Infotrac Health Reference Center database.
Kassel, J. D., Jackson, S. I., & Unrod, M. (2000). Generalized expectancies for negative
mood regulation and problem drinking among college students [Electronic
version]. Journal o f Studies on Alcohol, 61( i2), 332-341. Retrieved February
22, 2002 from Infotrac Health Reference Center database.
131

luced with permission of the copyright owner. Further reproduction prohibited without permission.

Kinney, J., & Leaton, G. (1995). Loosening the grip: A handbook o f alcohol information
(5th ed.). St. Louis, MO: Mosby.
Kissin, W., McLeod, C., & McKay, J. (2003). The longitudinal relationship between
self-help group attendance and course of recovery. Evaluation and Program
Planning, 26, 311-323. Retrieved September 9, 2003, from
http:// www.elsevier.com/locate/evalprogplan
Kushner, M. G., Sher, K. J., & Erickson, D. J. (1999). Anxiety disorders often correlated
to alcohol abuse [Electronic version]. The Brown University Digest o f Addiction
Theory and Application, 18(i8), 4. Retrieved January 17, 2002, from Gale Group
database.
Lauterbach & Vrana, (1997). Development of the Traumatic Events Questionnaire
(TEQ). Journal o f Traumatic Stress, 14(3), 199-213.
Lieber, C. S. (1997). Gender differences in alcohol metabolism and susceptibility.
In R. W. Wilnack & S. C. Wilsnack (Eds.), Gender and Alcohol: Individual and
Social Perspectives (pp. 77-89). New Brunswick, NJ: Rutgers Center of Alcohol
Studies.
Lowman, C., Hunt, W. A., Litten, R. Z., & Drummond, D. C. (2000). Research
perspectives on alcohol craving: An overview. Addiction, 95(2), S45-S54.
Lisak, D. & Miller, P. M. (2003). Childhood trauma, posttraumatic stress disorder,
substance abuse and violence. In P. Ouimette & P. J. Brown (Eds.) Trauma
and Substance Abuse: Causes, Consequences, and Treatment o f Comorbid
Disorders. Washington, DC: American Psychological Association.

132

luced with permission of the copyright owner. Further reproduction prohibited without permission.

Lisansky-Gromberg, E. S., & Lisansky, J. M. (1984). Antecedents of alcohol problems
in women. In S. C. Wilsnack, & L. J. Beckman (Eds.), Alcohol Problems in
Women (pp. 229-259). New York, NY: Guilford Press.
Lowman, C., Hunt, W. A., Litten, R. Z., & Drummond, D. C. (2000). Research
perspectives on alcohol craving: An overview. Addiction, 95(2), S45-S54.
Maccoby, E. E. (2000). Parenting and its’ effect on children: On reading and misreading
behavioral genetics. Annual Reviews o f Psychology, 51, 1-27.
Maistro, S. A., Galizio, M., & Connors, G. J. (1991). Alcohol: Mechanisms of action,
tolerance, and dependence. Drug use and misuse (pp. 187-195). Orlando, FL:
Saunders College Publishing.
Maker, A. H., Kemmelmeier, M., & Peterson, C. (1999). Parental sociopathy as a
predictor of childhood sexual abuse. Journal o f Family Violence, 14(1), 47-59.
Marks,I., Lovell, K., Noshirvani, H., Livanou, M., & Thrasher, S. (1998). Treatment of
posttraumatic stress disorder by exposure and/or cognitive restructuring: A
controlled study. Archives o f General Psychiatry, 55, 317-325.
Margolis, R. D. and Zweben, J. E. (1998). Psychologists in the Substance Abuse Field.
Treating Patients with Alcohol and Other Drug Problems: An Integrated
Approach (pp. 15 - 40). Washington, DC: American Psychological Association.
McCauley, J., Kern, D. E., Lolodner, K., Dill, L., Schroeder, A. F., DeChant, H. K.,
Ryden, J., Derogatis, L. R., & Bass, E. B. (1997). Clinical characteristics of
women with a history of childhood abuse: Unhealed wounds [Electronic version].
Journal o f American Medical Association, 277(11), 1362-1368. Retrieved
February 9, 2002 from Infotrac Health Reference Center database.
133

iuced with permission of the copyright owner. Further reproduction prohibited without permission.

Messman-Moore, T. L. & Long, P. J. (2000). Child sexual abuse and revictimization in
the form of adult sexual abuse, adult physical abuse, and adult psychological
maltreatment. Journal o f Interpersonal Violence, 15(5), 489-502.
Metsch, L. R., Wolfe, H. P., Fewell, R., McCoy, C. B., Elwood, W. N ., Wohler-Torres,
B., Petersen-Baston, P., & Haskins, H. V. (2001). Treating substance-using
women and their children in public housing: Preliminary evaluation findings.
Child Welfare, 80(2), 199-221.
Middleton-Fillmore, K. (1984). When angels fall: Women’s drinking as cultural
preoccupation and as reality. In S. C. Wilsnack & L. J. Beckman (Eds.),
Alcohol Problems in Women: Antecedents, Consequences, and Intervention.
New York: Guilford Press.
Middleton-Fillmore, K., Golding, J. M., Leino, E. V., Motoyoshi, M., Shoemaker, C.,
Terry, H., Ager, C. R., & Ferrer, H. P. (1997). In R. W. Wilsnack & S. C.
Wilsnack (Ed.), Gender and alcohol: Individual and social perspectives (pp. 199224). New Brunswick: NJ: Rutgers Center of Alcohol Studies.
Miller, B. A., Wilsnack, S. C., & Cunradi, C. B. (2000). Family violence and
victimization: Treatment issues for women with alcohol problems. Alcoholism:
Clinical and Experimental Research, 24(8), 1287-1297.
Moos, R. H. (1988). Coping: Concepts and measuring procedures. Psychometric Medical
Psychoanalysis, 3(34), 207-235.
Moos, R. H. (1993). Coping Responses Inventory: CRI-Adult Form Professional Manual.
Lutz: FL: Psychological Assessment Resources.

134

iuced with permission of the copyright owner. Further reproduction prohibited without permission.

Moos, R. H. & Holahan, C. J. (2003). Dispositional and contextual perspectives on
coping: Toward integrative framework. Journal o f Clinical Psychology, 72(59),
1387-1403.
Najavits, L. M. (2002). Numbing the pain: PTSD and substance abuse [video]. Veterans
Administration.
Najavits, L. M. (2003). Seeking Safety: A new psychotherapy for posttraumatic stress
disorder and substance use disorder. In P. Ouimette & P. J. Brown, (Eds.) Trauma
and Substance Abuse: Causes, Consequences, and Treatment o f Comorbid
Disorders. Washington, D.C.: American Psychological Association.
Niaura, R. (2000). Human models in craving research: Cognitive social learning and
related perspectives on drug craving. Addiction, 95(2), S155-S163.
O’Connor, E. M. (2001). Psychology responds to poverty [Electronic version].
Monitor on Psychology, 32(9). Retrieved June 13, 2002, from
http://www.apa.org/monitor/oct01/psvchresponds.html
Ouimette, P. C., Ahrens, C., Moos, R. H., & Finney, J. W. (1998). Posttraumatic stress
disorder in substance abuse patients: Relationship to 1-year posttreatment
outcomes. Psychologiy o f Addictive Behaviors, 11, 34-47.
Ouimette, P. C., Finney, J. W., & Moos, R. H. (1999). Two-year posttreatment
functioning and coping of substance abuse patients with posttraumatic stress
disorder. Psychology of Addictive Behaviors, 13, 105-114.

135

iuced with permission of the copyright owner. Further reproduction prohibited without permission.

Ouimette, P. C., Moos, R. H., & Brown, P. J. (2003). Substance use disorder—post
traumatic stress disorder comorbidity: A survey of treatments and proposed
practice guidelines. In Ouimette & Brown (Eds.) Trauma and Substance Abuse:
Causes, Consequences, and Treatment of Comorbit Disorders, (pp. 91-110).
Washington, D.C.: American Psychological Association.
Ozegovic, J. J., Bikos, L. H., & Szymanski, D. M. (2001). Trends and predictors
of alcohol use among undergraduate female students. Journal o f College
Student Development, 42(5), 447-456.
Project Match Research Group (1997). Matching alcoholism treatments to client
heterogeneity: Project MATCH posttreatment drinking outcomes [Electronic
version]. Journal o f Studies on Alcohol, 55(1), 7-30. Retrieved February 22, 2002
from Infotrac Health Reference Center database.
Ray, O. and Ksir, C. (1993). Alcohol in the body. Drugs, Society, and Human
Behavior (6th ed.), (pp.178 - 206). St. Louis, MO: Mosby-Year Book, Inc.
Reid, R. J. (2002). Harm reduction and injection drug use: Pragmatic lessons from a
public health model. Health and Social Work, 27(3), 223-227.
Rohde, P., Lewinsohn, P. M., & Seeley, J. R. (1996). Psychiatric comorbidity of
problematic alcohol use in high school students [Electronic version]. Journal o f
the American Academy o f Child and Adolescent Psychiatry, 35(1), 101-119.
Retrieved January 17, 2002 from Infotrac Health Reference Center database.
Royce, J. E., & Scratchley, D. (1996). Alcoholism and other drug problems (Rev. ed.).
New York, NY: The Free Press.

136

iuced with permission of the copyright owner. Further reproduction prohibited without permission.

Ryden, J., Derogatis, L. R., & Bass, E. B. (1997). Clinical characteristics of women with
a history of childhood abuse: Unhealed wounds [Electronic version]. Journal o f
American Medical Association, 277(17), 1362-1368. Retrieved February 9, 2002
from Infotrac Health Reference Center database
Sandberg, D. A., Matorin, A. I., & Lynn, S. J. (1999). Dissociation, posttraumatic
symptomatology, and sexual revictimization: A prospective examining
mediator and moderator effects. Journal o f Traumatic Stress, 12(1), 127-139.
Sayette, M. A., Martin, C. S., Perrott, M. A., Wertz, J. M., & Hufford, M. R. (2001).
A test of the appraisal-disruption model of alcohol and stress [Electronic version].
Journal o f Studies on Alcohol, 62(i2), 247. Retrieved February 17, 2002 from
Infotrac Expanded Academic database.
Schiff, M., El-Bassel, N., Engstrom, M., & Gilbert, L. (2002). Psychological distress and
intimate physical and sexual abuse among women in methadone maintenance
treatment programs. Social Service Review, 76(2), 302-322.
Selzer, M.L. (1971) The Michigan Alcoholism Screening Test: The quest for a new
diagnostic instrument. American Journal o f Psychiatry, 127, 1653-1658.
Shaw, V. N., (2002). Substance use and abuse: A career perspective. Addiction
Research and Theory, 10(6), 501-535.
Straight, E. S., Harper, F. W. K., & Arias, I. (2003). The impact of partner psychological
Abuse on health behaviors and health status in college women. Journal o f
Interpersonal Violence, 18(9), 1035-1054.

137

iuced with permission of the copyright owner. Further reproduction prohibited without permission.

Tarrier, N., Pilgrim, H., Sommerfield, C., Faragher, B., Reynolds, M., Graham, E., &
Barrowclough, C. (1999). A randomized trial of cognitive therapy and imaginal
Exposure in the treatment of chronic posttraumatic stress disorder. Journal o f
Consulting and Clinical Psychology, 67, 13-18.
Thompson, K. M. & Wilsnack, R. W. (1984). Drinking and drinking problems among
female adolescents: Patterns and influences. In S. C. Wilsnack & L. J. Beckman,
(Eds.), Alcohol Problems in Women: Antecedents, Consequences, and
Intervention, (pp. 37-65). New York, NY: Guilford Press.
Timko, C., Finney, J. W., & Moos, R. H. (2005). The 8-year course of alcohol abuse:
gender differences in social context and coping. Alcohol Clinical Eperimental
Research, 4(29), 612-621.
Tolin, D. F. & Foa, E. B. (1999). Treatment of a police officer with PTSD using
prolonged exposure. Behavior Therapy, 30, 527-538.
Tomes, H. (2002). In the public interest: Taking action on behalf of the ‘have-nots’.
[Electronic version]. Monitor on Psychology, 33(6). Retrieved June 13, 2002,
from http://www.apa.org/monitor/jun02/itpi.html
Tucker, J. A. (1999). From zero tolerance to Harm Reduction [Electronic version].
National Forum, 79(4), 19. Retrieved October 25, 2003 from Infotrac Expanded
Academic Database.

138

iuced with permission of the copyright owner. Further reproduction prohibited without permission.

Volpicelli, J., Balaraman, G., Hahn, J., Wallace, H., & Bux, D. (2000). The role of
uncontrollable trauma in the development of PTSD and alcohol addiction
[Electronic version]. Alcohol Research and Health, 23(i4), 256. Retrieved January
17, 2002, from Gale Group database.
Walters, S. T., Foy, B. D., & Castro, R. J. (2002). The agony of ecstacy: Responding to
growing MDMA use among college students. Journal o f American College
Health, 51(3), 139. Retrieved August 11, 2004, from Proquest Database.
Wechsler, H., Lee, J. E., Nelson, T. F., & Kuo, M. (2002). Underage college students’
drinking behavior, access to alcohol, and the influence of deterrence policies.
Journal o f American College Health, 50(5), 223. Retrieved August 11, 2004,
from Proquest Database.
Wettersten, K. B., Rudolph, S., Faul, K., Gallagher, K., Transgrud, H., Adams, K., et al.
(2004). Freedom through self-sufficiency: A qualitative examination of the impact
of domestic violence on the working lives of women in shelter. Journal o f
Counseling Psychology. 50(4), 447-462.
Wilsnack, S. C., Plaud, J. J., Wilsnack, R. W„ & Klassen, A. D. (1994). Sexuality,
gender, and alcohol use. In R. W. Wilsnack & S. C. Wilsnack (Eds.), Gender and
Alcohol: Individual and Social Perspectives (pp. 77-89). New Brunswick, NJ:
Rutgers Center of Alcohol Studies.
Wilsnack, S. C., Vogeltanz, N. D., Klassen, A. D., & Harris, T. R. (1997). Childhood
sexual abuse and women’s substance use: National survey findings [Electronic
version]. Journal o f Alcohol Studies, 58(3), 264-272. Retrieved February 9, 2002,
from Infotrac Expanded Academic database.
139

juced with permission of the copyright owner. Further reproduction prohibited without permission.

Zoellner, L. A., Goodwin, M. L., & Foa, E. B. (2000). PTSD severity and health
perceptions in female victims of sexual assault. Journal o f Traumatic Stress,
13(4), 635-647.

140

duced with permission of the copyright owner. Further reproduction prohibited without permission.

